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Abstract
Bum injuries can range from mild to very serious and even be lifethreatening.
lndividuals sustaining a bum injury may experience a variety ofsequelae including pain,
scar formation, contractue or other range of motion limitations, specific nutritional
needs, psychological or psychosocial issues, functional impairments, and financial issues.
Currently, bum injuries can be treated in settings from a hospital intensive care unit to an
outpatient clinic or office and are treated by a team ofhealth care professionals. In the
outpatient setting, pressure gaments are a common intervention used to address the
negative sequelae ofhypertrophic scars and this intervention may continue for a year or
longer until the scar fully matures.
The focus of this study was on the team members practicing in the outpatient
senfurg during the time that pressure garments are prescribed. A suwey was distributed to
health professionals who were members of the American Burn Association. Results
include that the professions most likely to be part of the outpatient bum team include
occupational therapy, physical therapy, nursing, and social work. Additionally,
participants report that the team is very involved in six selected intervention areas, while
team members are very minimally involved in two selected intervention areas.
Participants also report that increased involvement across the tearn in three intervention
areas would be ideal. Finally, results indicate that participants believe that clients are
generally compliant with pressure garments, the structure of the outpatient bum team as
well as the services provided can impact compliance, and pressue garments are very
effective when wom as recommended but not efiective when wom less than
recommended.
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Chapter 1: Introduction
Background and Problem Statement
Bum injuries can range from mild to life threatening, with the rehabilitation needs
being quite extensive on the serious end of this continuum. ln recent years, improved
medical care has contributed to decreased mortality rates; this also means that some bum
suwivors have very extensive injuries requiring long periods ofcare and rehabilitation.
Each year more than one million individuals sustain a bum injury and approximately
50,000 sustain an injury serious enough to warrant admission to a hospital (Esselmaq
Nakamura, & Patterson, 2006). Bum rehabilitation can span a long period of time and
include many different medical professionals. An individual's needs may range from life-
saving measures on inpatient units to long-term community reintegration in oupatient
settings.
One particular intervention that frequently occurs in the outpatient setting and
spans a long period of time is pressure therapy. Often in the form of customized pressure
garments, the goal ofpressure therapy is to prevent or reduce the functional problems
associated with hypertrophic scarring (Esselman, Nakamura, & Patterson, 2006; Staley &
Richard, 1997; Stewart, Bhagwanjee, Mbakaza" & Binase, 2000).
A variety of disciplines may be part of a bum team that aims to address the unique
needs ofburn-injured clients in the outpatient setting. Ofparticular importance to this
study is the year or longer when clients sustaining a serious bum injury are prescribed
pressure garments and at the same time attempting to reintegmte into his previous life.
Among the current published literature, there is very little information describing
outpatient tearn structures or team members' degree of involvement and responsibility for
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providing a variety interventions or services to clients during this period ofhis
rehabilitation.
Rationale
Since approximately 35,000 - 50,000 individuals annually will be affected by a
bum serious enough to cause temporary or permanent disability (Young, 2002), the need
for comprehensive health care is evident. The literature suggests that teams ofhealth care
professionals work with bum-injured individuals in the outpatient setting (Mertens,
Jenkins, & Warden, 1997; Young, 2002). With an emphasis on holistic treatment, an
occupational therapist can be an important team member at any stage of recovery, and
can deal with many of the sequelae of bums ranging from physical to psychological and
emotional (Esselman, Nakamura, & Patterson, 2006; Young, 2002).
Purpose of Study
For a client sustaining a serious bum, the road of rehabilitation will likely involve
treatment in a number of settings ranging from inpatient to outpatient. The bum-injured
client has an array ofunique needs, which are clearly described in the current literature.
Also, quite clear is the fact that a bum-idured client's physical, psychological, emotional,
and social needs persist long after he has left the acute portion of a dedicated bum care
center. In fact, clients sustaining serious bums often are prescribed pressure garment
intervention on the inpatient unit. The client is expected to wear these garrnents for a year
or longer. This schedule often overlaps the time in which a client is attempting to
reintegrate into his previous life.
The purpose ofthis study is to examine and describe the roles of members of the
outpatient bum team during the period that a client has been prescribed pressure
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garments. Each health care discipline involved in outpatient bum care has an area of
expertise based on his or her specialized educational background, but there is also
considerable potential overlap among disciplines on the team. Although Biggs, de Linde,
Banaszewski, & Heinrich (1998) report that a team intervention approach has decreased
morbidity and mortality among bum-injured clients, they also state that the way in which
roles are distributed among bum team members remains unclear. Further, these
researchers recommend future studies to investigate the outpatient roles and
responsibilities ofoccupational and physical therapists. Current literature has not defined
the degree to which a variety ofdisciplines are involved'or responsible for interventions
as part of a team treating clients during outpatient pressure gament treatment. Issues
related to client compliance with pressure garment intervention have only begun to be
explored and reported in the literature. The way that outpatient bum teams are struchued
and the avenues for members to communicate with each other have also not been
explored in the current literature. The needs of burn-injured clients during the year or
longer that he is wearing pressure garrnents are clear. This study aims to contribute to the
understanding ofhow outpatient bum team members are meeting those needs.
Definitions
In this section, some of the terminology used in describing bum injuries will be defined.
Terminologt regarding the burn-injured individual. In much of the bum
literature, the term patient is used to describe the bum-injured individual. This is
consistent with the terminology that appears in much of the medically-based iiteratue.
Since my intent in this study was lo use terminology that was most familiar to health care
professionals in a variety offields. the term patient was used in the survey (Appendix 2)
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that was sent to participants. However, recently in occupational therapy, a shift has
occurred in terminology so that terms like client or consumer are preferred as these terms
indicate that the individual is an active participant in his care. The American
Occirpational Therapy Association (2002) uses the term client in the publication
Occupational Therapy Praciice Framework: Domain and Process. Therefore, in this thesis
the term client will be used except in discussions relating to specific survey questions
where the term patient will be carried over. Further, as a matter ofconvention and for
simplicity, thd bum-injured individual will be referred to in the masculine form and but
should be understood to refer to any bum-injured client.
Hypertrophic scar. According to Staley & Richard (1997), after abum wound
closes, it begins the scar maturation phase and "if the body 'overheals' itsell
hypertrophic scarring results. Hypertrophic scarring produces a red, raised, and firm scar
that stays within the boundary of the original wound" (p. 44).
Burn wounds classification and skin anatomy. Currently, bums are typically
classified in part by the thickness of the skin injured as superficial partial thickness, deep
partial thickness, or full thickness. The skin is composed of two layers: the outermost
layer that we can see with our eyes is the epidermis and the deeper layer is the dermis,
which is where vessels, nerves, glands, and hair follicles are located. Deeper still is the
subcutaneous tissue, which is a loose connective tissue where fat cells are located.
According to Young (2002), "superficial partial thickness describes any bum of the
epidermis and those involving the upper part of the dermis. Deep partial thickness bums
involves injury to the epidermis and a large part of the dermis.... Full thickness bums
involve the entire epidermis, dermis, and extend into the subcutaneous tissue" (p' 90)'
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Chapter 2: Review of the Literature
In this chapter, a review of current literature will be presented and address general
background information about bum injuries, pressure therapy, which is one intervention
technique often used on a long-term basis with bum-injured individuals, current
occupational therapy theory and practice pertaining to bum rehabilitation, and the
purpose of this thesis research study.
Overview of Burns
Rates and types of burn injuries. Bums can be caused by exposue ofbody tissue
to heat, cold, chemicals, radiation, or electricity. The vast majority, nearly 85Y;o to 95%o,
are caused by heat (Young, 2002). Bum injuries can be classified by the thickness ofthe
skin injured as superficial partial thickness, deep partial thickness, or full thickness as
well as by a percent ofthe total body surface area, abbreviated TBSA, affected
(Esselman, Nakamura, & Patterson, 2006). Additionally, categories such as minor,
moderate, and major are used to describe bums. The American Bum Association,
otherwise abbreviated as ABA, designates very particular classification requirements. A
minor bum is less than 15% TBSA for partial thickness bums or less thut 2%o TBSA for
full thickness bums. Moderate bums fall between 15-25% TBSA and 2-10% TBSA for
partial thickness and full thickness bums respectively. Major bums are greater thxt 25%o
TBSA for partial thickness or 10% for fulI thickness bums. Additionally, all electrical
and inhalation bums as well as bums co-morbid with fracfures or major tissue damage are
considered major. Clients who are at heightened risk due to age, either young or old,
secondary injury or iltness are also considered to have sustained a major bum (Young,
2002). It is ofnote that medical advancements in the area ofbums have reduced the
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mortality rate due to major bums. ln fact, more than half of individuals with bums over
more than 80% of the body can survive (Wiechman, Ptacek, Patterson, Gibran, Engrav, &
Heimbach,200l).
Settings of burn care. As would be expected with such differing severity of
injuries, bums can be treated in a number of medical settings. The most serious bum
injuries are first feated in the emergency room. A client may be seen in the intensive care
unit until his medical condition has stabilized. For many severe bums, the optimal setting
for care is a dedicated bum center. On average, an individual is transferred to a bum
center 1.5 days after the injury. The intensive therapy and medical treatment available in
an inpatient rehabilitation setting has been proven effective, as measured by the
Functional Independence Measue, abbreviated FIM, for bum injured clients (Spires,
Bowden, Ahms, & wahl, 2005). Meeting the somewhat unique needs of soldiers as well
as civilians, military hospitals are also primary centers for treating bum injuries @unk,
200s).
Bum-injured clients may be seen in an outpatient setting for one ofthree reasons.
The first includes clients sustaining acute bum injuries that are minor but do not require
hospitalization. Although much of the literature and research focuses on the hospital
setting, it is estimated that 90- 95%o of all bums can be treated at home or in the
outpatient setting (Mertens, Jenkins, & Warden, 1997; Smith, Munster, & Spence, 1998).
The second condition includes bum-injured clients who sustained moderate or major
bums, but have progressed through the healing process so that he has been discharged
from the hospital and is now receiving outpatient rehabilitation services. The third
includes clients who also sustained moderate or major bum-injuries but now are
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preparing for ambulatory (outpatient) sugery to improve wound healing, function, or
cosmetic appearance (Mertens, Jenkins, & Warden, 1997).
Since the medical costs of bums can be "among the most costly and complex oi
all medical conditions" (Dimick, Cope, Barillo, Gillespie, & Mozingo,2005, p. 15),
treating bums ia outpatient or home settings, when appropriate, is aa increasingly
common way of reducing costs (Still, Donker, Law, & Thiruvaiyaru, 1997). Another
emerging trend in outpatient care is to locate the outpatient clinic near the inpatient unit
to improve the continuity ofcare and efficiency of staffuse (Brandt, Yurko, Coffee, &
Fratianne, 1998; Coffee, Yurko, & Fratianne, 1992).
Burn Sequelae
Sustaining a bum injury can be a serious and life-altering experience for many
individuals. The challenges faced as a result of the bum-injury can last for years after the
injury. Sequelae such as pain, scar development, contractures, decreased sensation,
psychological and psychosocial issues, specialized nutritional needs, and frnancial
concems are ofconcem to clients, their families, and healthcare providers. Studies
measuring a variety of functional outcomes among bum-injured individuals have begun
to describe the impact bum sequelae have on client's lives.
Pain and pain anxiety. For individuals recovering from bum injuries, pain is both
very serious and very common. Funk (2005) reports that "on a scale ofone to ten, most
patients say the pain of being bumed is offthe scale" (p.15). Pain can stem from a
number ofcauses including neuropathic pain (pain resulting fiom an insult or disorder of
the nervous system), phantom pain (pain perceived in a body part that has been
amputated), myofasciat pain (pain resulting from fascial connective tissue surrounding
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muscles), or sleep deprivation (Young, 2002). In time, for many individuals, pain
becomes dull, yet ever-present while at rest, but it can also become far more intense
during activity or treatment. Additionally, pain levels can fluctuate throughout the wound
healing process (Pal, Cortiell4 & Hemdon, 1997). In a longihrdinal study, client-reported
scores on pain scales decreased during the first six months after discharge, but then held
constaat after that time (Cromes, Holavanahalli, Kowalske, & Helm,2002).
While the pain individuals feel is very real, it is also a subjective experience
which can be exacerbated by anxiety about pain during medical procedures. In fact,
increases in the level ofpain arxiety have been shown to negatively impact physical role
performance including the role of a client actively involved in his own rehabiliration. For
example, according to the authors of this study, a client experiencing pain may choose to
participate less during crucial rehabilitation while in the hospital because he may feel that
the pain limits his ability to perform these activities (Aaron, Patterson, Finch, Carrougfuer,
& Heimbach, 2001). Pain during the rehabilitation process is most often linked to
exercise and stretching activities. When a client feels he is in control of interventions,
both anxiety and perception ofpain are decreased (Mertens, Jenkins, & Warden' 1997).
Pain is an extremely personal experience and research has not documented a
conelation between the perception ofpain and the size, severity, or location of the bum,
age, sex, ethnicity, education level, occupation, or socioeconomic status. Pain is
inlluenced both by physical injuries and psychological experiences, such as anxiety. Pain
can be a strong influence on client cooperation during treatment, which in tum can
hfluence the outcome for a client (Watkins, Cook, May & Still, 1992).
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Pruritus, or itching, is also common although the cause is unknown. Some
individuals report that this itching is as much a problem as the pain. However, as the
wound heals, the pruritus usually improves (Young, 2002). Pruritus can be exacerbated
by extreme heat, physical activity, and stress, which can have implications for clients
prescribed pressure garments since the garments can make the skin feel overheated
(Morgan, 2000).
Scar, contracture, and range motion limitations. Once a client's medical
cohdition has stabilized, the treatment often begins focusing on more long-term effects
such as regaining function and dealing with the appearance of the bum wounds. As with
any skin wound, scar formation is a natural part ofthe healing process. ln bums,
however, hypertrophic scarring results when the body "over heals" (Staley & fuchard,
1997,p. a4) itselfduring the scar maturation phase. Hypertrophic scars result in a rigid,
raised, and red scar that exerts a strong pull on surrounding skin, leading to contractures
(Esselman, Nakamura, & Patterson, 2006; Staley & fuchard, 1997). For example, as a
bum to the palm ofthe hand heals, the scar could pull the fingers in the direction of
flexion so that the individual cannot fully extend the fingers. Young (2002) describes
hypertrophic scars as "cosmetically and psychologicaily devastating even in the absence
of mechanical limitations"(p. 97) which emphasizes the importance of treating
hypertrophic scars, through interventions such as positioning, stretching, splinting,
pressure garrnents, gel sheets, which are composed on a silicon material and lie on the
surface ofthe burn scar, local steroid injections, or laser treatment. Hypertrophic scar
formation is most prevalent 4 to 6 months after the bum. The scar typically matures in 6
months to 2 years, meaning the scar components such as collagen have assumed the final
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organization structure. H)?ertrophic scars are more likely to form in children, in wounds
nearjoints or other areas of movement, and in wounds that take longer than 3 weeks to
heal (Esselman, Nakamura, & Patterson, 2006; Young, 2OO2). Insome cases, ifother
treatment methods do not adequately reduce the contracture, surgical release may be
considered (Morgan, 2000; Staley & fuchard, 1994).
Even in clients who are not at risk for hyperhophic scarring, contrach-res and
range of motion losses are of immediate and major concern and are treated to facilitate
functional outcomes. Another cause for loss in range of motion is heterotopic
ossification, which is the excessive and out ofplace formation ofbone in joints after a
trauma (Esselman, Nakamura, & Patterson, 2006; Young, 2002). Heterotopic ossification
can result in limited or complete blocking of range of motion and most commonly affects
the elbow, hip and shoulder joints (Young, 2002). Additionally, inflammation is a natural
and early response by the body to any wound. If this becomes persistent and large scale
edema, it can also lead to decreased range of motion @arillo & Paulsen, 2003).
Psychological and psychosocial implications. Sustaining a bum has been
described as 'possibly the most traumatic injury.that a person can suffer" (Young, 2002,
p. 85). Individuals recovering from bum injuries face psychologicai challenges in
addition to the physical needs and these psychological needs vary throughout the course
ofrecovery. Irr particular, as the number ofindividuals surviving very serious injury
increases, the psychological needs of this population also increases. It is estimated that
10-40% of inclividuals face long-term or persistent psychosocial impairment (Kimmo,
Jyki, & Srpa, 1998).
J
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Acutely, individuals with bum injuries may experience bum delirium, acute stress
disorder, grief, mouming, and possibly substance withdrawal (Ilechukwu, 2002)' It is
estimated that 23%o to 35% ofbum injured individuals develop post-traumatic stress
disorder (Young, 2002). Another of the most common psychological problems for bum-
injured clients is difficulty sleeping (Funk, 2005). The perception of pain is both
influenced by and constantly influencing a client's psychological status (Watkins, Cook,
May, & Still, 1992).
Psychological sequelae persist beyond the acute stage, however. According to
Watkins, Cook, May, and Still (1992), "Rehabilitation, including full psychological
adaptation, can literally take years." Of all the sequelae associated with bums,
psychological implications have the potential to be among the most lasting. Research has
shown that psychiatric disorders including mental retardation, dementia, and substance
abuse, namely alcohol abuse, place clients at increased risk ofsustaining a bum injury
(Ilechukwu, 2002; Watkins, Cook, May, & Still, 1992). Such preexisting psychiatric
conditions can contribute to the long term psychological outcomes after a burn in this
client population. It is interesting to note that the individual's psychological health prior
to the injury has been shown to be a stronger indicator ofpsychological health after the
bum than was the size of the burn (Ilechukwu, 2002).
After sustaining a burn injury, a client goes through a normal psychological
adaptation process. lnitially psychotogical adaptation tends to correlate with physical
healing, however, this correlation does not continue in later stages ofphysical healing as
clients may still be facing a range of psychological issues. Two of the most important
issues in the normal adaptation process are coming to terms with or figuring out the
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injury and then later coming to terms with losses associated with ttre tum injr.y
(Watkins, Cook, May, & Still, 1992).
Some authors repoft that nearly all individuals sustaining a bum injury will
experience depression at some point in time (Weichman, Ptacek, Patterson, Gibran,
Engrav, & Heimbach, 2001; Young, 2002). Depression can lead to problems with
engagement in occupations by limiting the energy, interest, and attention available for
participation in purposeful activities (Devereaux & Carlson, 1992). A recent study using
the Beck's Depression Inventory chronicled levels ofdepression over two years among
bum injured individuals. ln this study, depression rates tended to be high throughout the
duration of the shrdy. One month after discharge, over 50%o ofindividuals had scores
indicating moderate or severe depression. At one year after discharge, only 34o/o had
scores in this range, but at two years post discharge, the rate increased to 45Yo of
individuals. Also, this shrdy suggests that over the course of recovery, physiological
symptoms improve as overall health improves, but psychological symptoms remain more
constant. Additionally, at both one and two years after discharge, women had higher
scores of depression than did men. Somewhat surprisingly, this study found no
relationship between the location of a bum, for example whether the burn is typically
visible by others or not, and scores for depression (Weichman, Ptacek, Patterson, Gibran,
Engrav, & Heimbach, 2001).
Nutrition. The mechanism ofa bum injury creates special nutritional needs to
facilitate the client's healing process. Some clients, particularly in the acute setting, are
not able to eat food orally, so nutrition is provided by one ofa number of feeding tube
options. According to Mayes, Gottschlich, & Warden (1997), the number of calories a
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client needs during the healing process is often estimated to be approximately 30% higher
than the client's caloric expenditure and approximately 20-25%o ofcalories are expected
to be protein sources. A number ofother vitamin aad nutrient levels need to be carefully
monitored as well. A client's weight is also monitored as he or she recovers. Special
nutrition needs continue after a client's discharge from an acute setting, so education of
and collaboration with the client and family are importart for good carry-over of
nutritional principles necessary for the body to continue to heal. Young (2002) describes
nutritional concems for clients with full-thickness bums that have destroyed fat cells in
an area. The body is unable to replace fat cells; therefore an intake ofexcess calories can
result in localized weight gain and even asymmetric obesity or disfigurement.
Financial. With advances in burn care leading to more survivors ofserious bum
injuries, the medical costs can become a tremendous burden. Clients can accumulate
medicals bills of over one million dollars. While some of these costs may be covered by
insurance or providers, long-term needs may be less easily reimbursed (Ilechukwu,
2002). Additionally, clients without insurance or available financial resources are highly
unlikely to receive outpatient rehabilitation and therefore may not reach his or her full
recovery potential (Spires, Bowden, Ahms, & Wahl, 2005). The lost wages for both the
individual and family members, who assume a caregiver role, can also potentially
become sigrrifi cant financial losses.
Functional outcornes. Despite all the negative sequelae associated with bums,
published reports of functional outcomes for bum-injured clients are encouraging. Many
researchers have chosen to study functional outcomes by using a measure like the Bum
Specific Health Survey, abbreviated BSHS, which is both holistic and appropriate for
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studlng the unique characteristics ofbum injured individuals. Some ofthe areas studied
with this tool include mobility, self-care, hand function, body image, family and friends,
sexual activity, and general health concems. On average, the functional outcomes
reported were good. In one study, the severity and location ofa bum was found to impact
the degree to which function in physical and psychosocial domains. However, the authors
did not view this difference as clinically significant, even in the case ofsevere bum
iajwies (Kimmo, Jyrki & Sirpa 1998). In a longitudinal study, scores improved
significantly from 2 months to 6 months after discharge likely because during this time,
individuals resumed participation in many pre-injury roles (Cromes, Holavanahalli,
Kowalske, & Helm, 2002). Participation in activities of daily living (ADLs) has also been
studied and generally the outcomes are encouraging according to a review of50 other
studies conducted, authored by van Baar, Essink-Bot, Oen, Dok1er, Boxma, & van
Beeck, (2006). In a study completed 15 weeks after discharge, l2-14% of bum clients
had difficulty performing basic ADLs, while at 2 years after discharge, only 3% of clients
still had trouble with these activities (Shakespeare, 1998).
One of the most commonly studied outcomes in bum literature is a client's retum
to work. In the previously mentioned review ofstudies, van Baar, Essink-Bot, Oen,
Dokter, Boxma, & van Beeck (2006) found that 52% to 90%o of burn injured clients were
able to return to the same job, however, 21Yo to 50%o ofclients experienced some
difficulties in thatjob. ln another study, individuals recovering from severe bum injuries
were able to renm to work, on average, 51 weeks after the injury. Participants were
noted to resume driving an average of 32J weeks after the injury; however there was
considerable variability in both measurements @ruery, Brown, & Muller, 2005). In this
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same study, severely injured bum clients (more than 40% TBSA) demonstrated continued
recovery in quality of life domains for one year or longer after hospital discharge. These
auiho.s also note that clients' perception ofrecovery was generally more positive than the
perceptions of healthcare professionais.
ln a study ofseverely inj ured bum clients at an average ofeight years after injury
in Sweden, Wikehult, Willebrand, Kildal, Lannerstam, Fugl-Meyer, Ekselius, & Gerdin
(2005), it was reported that nearly halfwere still receiving medical care for their bum
injuries. Additionally, these researchers found significant differences in functioning, as
nearly 80% ofparticipants reported at least one functional restriction. In this study,
researchers used the Burn Specific Health Scale and reported that the domains of simple
abilities, work function, and hand fi.rnction were most impaired. ln terms of personality
health and functioning, this study found the bum survivors had significantly higher scores
of neuroticism, stress susceptibility, lack of assertiveness, and lower scores in the area of
social desirability years after sustaining the injury as measured by these researchers using
the Swedish Universities Scales ofPersonality (Blackwell Publishing, 2000).
Full community reintegration depends on the family and social support
surrounding a client as well. Even family and close fiiends may need time to irdjust to the
physical changes the client may have sustained (Mertens, Jenkins, & Warden, 1997).ln a
survey study of community reintegration, researchers found that there was not a
statistically sigrificant change in repofted levels of community reintegration when
measured at 6 months, 12 months, and 24 months after the injury. The researchen
summarized their findings by stating "individuals with bum injunes have significant
difhculties with community reintegration due to bum [such as size or severity] and non-
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burn related [such as age and living or marriage status] factors" (Esselman, Ptacek,
Kowalske, Cromes, delateur, & Engrav, 2001, pp. 221).
Certainly in the field of bum rehabilitation a number of ways to improve and
measure functional outcomes exist. Following a moderate or major bum, pressure
garments are a very common cowse of intervention because positive functional outcomes
following pressure garments have been documented in the literature. For example, in one
of the earliest reports about pressure garments, doctors noted that hypertrophic scars lead
to contractures, which can have serious implications in terms ofboth appearance and
function. Traditionally, contractures secondary to hlpertrophic scars were treated through
splinting. However, it was noted that areas ofscar that were beneath the splint, and thus
receiving constant pressure, did not develop hypertropohic scars the way that areas not
covered by a splint did (Larson, Abston, Evans, Dobrkovsky, & Linares, 1971). A full
discussion of pressure therapy intervention follows.
Pressure Therapy
Since the 1970s, pressure therapy has become a corrmon intervention for certain
types ofbum wounds. Pressure is used when hypertrophic scars have already formed as
well as preventively on wounds that are at risk for hypertrophic scars (Macintyre &
Baird, 2006). Hypertrophic scars can result in "devastating functional problems" (Ward,
1991), which underlies the importance ofeffective pressure therapy as part of the long-
term rehabilitation intewention.
Goals ofpressure therapy on burn scars. [n their review, Macintyre and Bahd
(2006) state that the overarching aim ofpressure therapy is to improve the scar
throughout the maturation process as measured by factors such as pliability, appearance,
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and function. This includes preventing hypertrophic scars from forming and preventing
contractures from developing. Also, pressure garments can increase available joint range
ofmotion as well as improve the appearance ofscars. Additionally, pressure can reduce
the itchiness and pain that often accompany hypertrophic scars (Macintyre & Baird,
2006).
Burn candidates appropriate for pressure therapy. Pressure therapy is not a
necessary component of treatment for all clients sustaining a bum injury. In fact, clients
with burns that close, or heal, within ten days will not need pressure therapy (Staley &
Richard, 1997). Beyond that point, however, pressure therapy may be recommended to
the client. Clients with serious burns taking longer than fourteen to twenty-one days to
close will almost certainly require pressure therapy to deal with the effects of the
extensive scarring. Typically deep partial-thickness or full-thickness burns take the
longest to heal (Macintyre & Baird, 2006; Staley & fuchard, 1997).
Additionally, when recommending pressure therapy, consideration may be given
to certain client factors. Clients of African descent as well as those with very fair skin are
more susceptible to hypertrophic scars (Staley & Richard, 1997), while children have an
increased risk ofdeveloping contractures. Joints and areas where motion occurs are
especially susceptible (Esselmar, Nakamura, & Patterson, 2006). Additionally, bums to
the hands, head, neck, and axilla are more likely to result in scars with greater risk of
contractue as are larger sized burns. Wounds that are full-thickness or take longer than
fourteen to twenty-one days to heal, often require a surgical procedure called skin
grafting, where skin from a donor site on the body is placed over the bum wound.
Generally, bum injuries requiring skin grafting will also require pressure therapy.
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However, the act ofpulling a pressure garment on produces shear forces, a friction force
running parallel to the surface of the.skin, so pressure garments cannot be tolerated until
the wound has healed enough so that the skin can tolerate these forces (Leveridge, 1991).
Range ofpressure therapy options. Pressure can be exerted on bum scars in a
variety of ways ranging from simple to quite sophisticated. Additionally, a number of
different pressure options may be used over the course ofwound healing and scar
formation. Elastic wraps, such as ACE bandages, self-adherent elastic bandages, such as
Coban, and tubular materials, such as Tubigrip, are all options. Often these materials are
used early on, when shear forces on the wound must be avoided, since they can be
applied by wrapping around the skin rather than pulling across the skin. According to
Staley and fuchard (1994), pressure should be initiated within two weeks of wound
closure. An additional benefit ofbeginning early pressure therapy is that these materials
also help to control edema (Howell, 1994; Staley & Richard, 1997; Ward, 1991).
Elastomer or silicon gel sheets can be used alone or in combination with other pressure
applications, particularly over concave areas that otherwise receive inadequate pressure
(Brown, 2002; l*veidge, 199 l).
The benefits ofpressure therapy are greater the earlier it is initiated, but shear
forces such as those from pressure garments can disrupt the healing wound (Staley &
Richard, 1997). Once the wound has healed enough to tolerate shear forces, customized
pressue garments are often recommended. Constructed out of elastic, nylon fabric, these
circumferential garments exert pressure over the scar surlace and can be ordered from
manufacturers or constructed by therapists (Macintyre & Baird, 2006; Ward, 1991)'
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Much of the research on pressure therapy focuses specifically on pressure garments,
primarily from manufacturers, but also therapist-constructed.
In addition to pressure sources that are flexible, rigid, often transparent, materials
may also be used. These are designed and molded for the face, which improves both the
pressure applied to the numerous concave surfaces as well as the cosmetic appezuance.
They have also been successfully used for the gluteus fold, upper/inner thigh, thorax, and
neck @oques, 2002).
Scientific principles ofpressure therapy. AlthougJ'rpressure therapy has been
proven effective and is commonly accepted as a bum treahnent option, the scientific basis
ofthe treatment has yet to be definitively explained. A number ofpotential causes for
pressue therapy's benefit include: limiting blood, oxygen, and nutrient flow to the scar,
which limits collagen production; replacing the pressure lost when skin was damaged,
which also reduces collagen production; and promoting existing collagen to realign more
linearly (Macintyre & Baird, 2006). The study by Larson and colleagues (1971)
investigated the positive effects ofpressure garments by performing biopsies on sca$ that
were beneath splints, and therefore receiving constant pressure, and scars that were not
covered by a splint. Biopsies found that collagen formations were nodular (often
assuming a circular or lump-like alignment) in the non-pressure treated scars whereas the
collagen did not have nodules where pressure had been applied. ln a more recent study
that also involved performing biopsies ofhypertrophic scars caused by bum injury' the
use of pressye garments resulted in an improved organization of the exfiacellular matrix
(the fluid-based substance that surounds and permeates all layers of skin cells) and
alignment ofcellular components ofscar (such as the collagen fibers). Basically, this
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means that the alignment of skin cells, collagen cells, protein and fibrous components
became aligned more linearly. The study's authors suggest that pressue therapy
accelerated the body's repair process after bum injury (Costa, Peyrol, Porto, Comparin,
Foyatier, & Desmouliere, 1999).
Pressure garment wearing schedules. Pressure therapy is continued while the
immature scar continues to actively remodel and the risk for contractue persists. The
time until scar maturation is achieved has been reported in the literature as a range from
six to at least eighteen months (Ward, 1991). However, numerous reports indicated that
pressure gaments should be wom for two to three years for best outcomes (Macintyre &
Baird, 2006). Clients are encouraged to adhere to the prescribed pressure therapy
progam, usually wearing the pressure gzument 23 hours a day, until scar matuation
occurs. Therapists often encourage clients to schedule hygiene and exercise or stretching
activities during the hour that the garment is off(Leveridge, 1991; Macintyre & Baird,
2006; Staley & Richard, 1994; Staley & Richard,1997; Ward, 1991).
Eficacy ofpressure therapy on burn scars. Despite the fact that the exact
scientific principles underlying pressure therapy have not been determined, the evidence
to support the efficacy ofpressure therapy is reported in a review by Macintyre & Baird
(2006). Pressure therapy has been a staple ofbum rehabilitation since the 1970s, when
Silverstein first noted the benefits as cited in Roques (2002), Staley & fuchard (1994),
and Ward (1991). Around the same time, Larson and colleagues also began studying the
use ofpressue (Larson, Abston, Evans, Dobrkovsky, & Linares, 1971)' Customized
pressure garments are "widely considered to be the most effective form ofpressure
therapy'' (Macintyre & Baird,2006). For example, Leveridge (1991) reported that the use
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of splinting and pressure therapy reduced the need forjoint range of motion surgical
interventions from 93%o to 63% of clients at Shriners Institute in Texas.
While it has been proven that early pressure therapy application increases the
effectiveness of treatment (Staley & Richard, 1997), timely initiation ofpressure therapy
does not always occur. In fact, in one study,78%;o of clients and 60% of clinicians report
that hypertrophic scars had already begun to form before pressue garments were used.
This late initiation also undermines confidence in pressure garments, as illustrated bythe
same study, which found 40% of clinicians and 39% of clients doubted the efficacy of the
presswe garments (Stewart, Bhagwanjee, Mbakaza, & Binase, 2000). Typically the
effectiveness ofpressure therapy is measured by comparirig photographs of the scar over
time or by using a scale, such as the Vancouver Bum Scar Assessment Tool (Staley &
Richard, 1997).
However, in a study by Chang, Laubenthal, Lewis, Rosequist, Lindley-Smith, and
Kealey (1995), the time until scars matured was not significantly improved by the use of
pressrre garments. This study, however, did not address potential differences in
appearance, pliability or function, which all remain potential benefits ofpressure therapy.
Problems Encountered During lhe Implementation of Pressure Therapy
Despite the potential benefits ofpressure therapy, there are a number of factors
that influence the effectiveness of this intervention.
Client compliance. Pressure therapy is a long-term intervention and can be
personally invasive, in terms of tii,ne, comfort, and appearance. Therefore, the decision to
participate in pressure gament intervention is ultimately the client's to make. A serious
problem is the fairty low compliance rate among wearers of pressure gaments. In one
I
I
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study, only 41% ofclients reported wearing the garments as prescribed for 23 to 24 hours
a day. ln this study, men had higher rates of compliaace than women (490/o compared,
with29%),individuals with higher income reporting higher rates of complian ce (54Yo
compared with 36%), and individuals sustaining smaller surface area bums reported
higher compliance than those with larger burns (Johnson, Greenspan, Gorga, Nagler, &
Goodwin, 1994). A more recent study found that 70% ofclients report wearing garments
for at least 20 hours a day. However, in this study, the remaining 30%o wore garments for
less than 14 hours (Stewart, Bhagwanjee, Mbakaza, & Binase, 2000). In a survey of
occupational and physical therapists, the most commonly identified challenge in the post-
acute setting was client and staffnoncompliance with pressure garments and splints
(Torres-Gray, Johnson, & Mlakar, 1996).
An important factor in compliance deals with client education about pressure
garments. A large discrepancy exists between what information clinicians report
providing to clients and what clients report receiving. For example, while 90% of
clinicians reported providing instructions that the client understood, only 44Yo ofclients
a$eed. Further, oriy 9yo ofclients reported receiviirg instructions for dressing and
undressing, onlyl3% reported being educated on why hypertrohpic scarring occurs, and
only 26%o reported being wamed ofpossible consequences ofnot wearing pressue
garments (Stewart, Bhagwanjee, Mbakaza, & Binase, 2000).
Adequate pressure. Although pressure garments ideally provide even and
adequate pressure to the scar, the reality is that great variability in garments exists.
Generally, the optimum pressure for garments is believed to be approximately capillary
pressue, which is 25 mmHg. Considering the natural contours of the body, pressure may
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not be. evenly applied by pressure garments, particularly concave surfaces, such as the
axilla, the palm of the hand, or beneath the gluteal folds @oques, 2002).ln addition to
variances ofpressure, pressure garments also stretch out over time and must be replaced
to continue the treatment. I.n a review, Macintyre and Baird (2006) note the pressure
exerted by garments may be reduced by halfafter 8 weeks ofwear. Therefore, garments
are often replaced every 6-12 weeks, but in some cases, replacements are sent directly to
the client without a clinician checking for fit.
Cosl. A third potential problem with pressure therapy is the financial cost of
complying with a long-term pressure garment program. In one study, the primary souces
ofpayment were workers compensation programs and state-funded insurance programs.
Additionally, HMOs and private insurers also pay for pressure garments, which mean that
many clients do not have to pay for pressure garments from their own pockets @alrnieri,
Kayden, & Greenhalgh, 2000). As was stated earlier, clients without insuance or
available financial resources are highly unlikely to receive outpatient rehabilitation,
including appropriate follow-up care for pressure garments, thus limiting a client's
recovery potential (Spires, Bowden, Ahms, & Wahl, 2005).
Members and Structure of the Outpatient Burn Rehabilitation Team.
Although health care providers specializing in bum care work in a number of
settings, the focus of this particular study is on the members of the outpatient bum team.
For clients sustaining a moderate or major bum injury requiring hospitalization but have
since been discharged, rehabilitation needs are diverse and important to the long-term
outcome. Areas that team members typically ad&ess through outpatient rehabilitation
include wound management, comfort management, psychosocial support, role
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reintegration, establishing goals with the client, and follow-up schedules. Often,
outpatient bum rehabilitation is a long process, spanning months to years. The team
providing care in the outpatient setting includes "physicians, nurses, occupational and
physical therapists, and social workers as well as members of specialty disciplines and
community-based providers" (Mertens, Jenkins, & Warden, 1991 , p. 343). Young (2002)
also describes many professions often involved in bum rehabilitation and adds to the
above list: plastic surgery, respiratory therapy, neuropsychology, orthotics and
prosthetics, recreational therapy, client and family counselors, vocational counselors,
case managers, and peer counselors. The outpatient bum ieam is unique in that members
may be geographically spread out with less diect contact amongst each other than on an
inpatient unit.
Medicine.Physicians hold the ultimate responsibility for coordinating client care
among the numerous team members. As the bum-injured client progresses to the
outpatient sefiing ofcare, the time and frequency with which a physician directly
provides care decreases. As appropriate, physicians often refer bum-injured clients to a
number of other professionals.
Psychiatry and Psychologt. Psychiatists are involved in treating client
psychological issues, which can be very influential to a bum client's recovery. According
to Watkins, Cook, May, & Still (1992), the role of psychiatry has traditionally been to
diagrrose and treat acute psychiatric symptoms and disorders, usually on a consultative
basis. However, these authors state the potential opportunities ofpsychiatry include the
diagnosis and management ofpsychiatric (Axis I & Axis tr ) disorders, facilitating the
nomal client psychotogical adaptation after a bum injury, assessing and providing
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treatment for bum pain, and facilitating communication among team members treating
bum-injured clients to prevent feelings such as staffbum-out. Psychiatrists approach
clients by looking at the interaction ofbiological, psychological, and social factors that
influence the client's psychological health. Psychiatrists are also able to prescribe
medications to address psychological needs in addition to the therapy they provide.
Similar to psychiatrists, psychologists are also interested in the psychological
well-being ofbum injured individuals. One area ofneed in which psychologists may be
involved in the outpatient setting is a bum injured individual's body image and ongoing
adjustrnent after the injury. Individuals sustaining a bum injury often must attempt to
cope with a sudden change in appearance. In particular, when a bum is visible, adults
tend to demonstrate less effective coping, sometimes through stmtegies wherein
distressing emotions are avoided, suppressed, or focused on excessively. Psychologists
often attempt to facilitate more positive coping through techniques that provide the client
with control and predictability (Fauerback, Heinberg, Lawrence, Bryant, fuchter, &
Spence, 2002).
Nursing.In the outpatient setting, nurses may be involved in aspects ofclient care
like wound management, which includes cleaning, dressing, and careful monitoring of
the healing process. Nurses may also be involved, as directed by physicians, in pain
management (Mertens, Jenkins, & Warden, 199'l). Il a study of tearn approaches to skin
care after burns, nurses were reported to educate clients and their families about the
proper technique for putting on cream, the need to avoid sun exposure, sunscreen options,
and general expectations about the skin healing experience (Ho, Chan, Ying, Cheng, &
Wong,2001).
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ln some bum units, inpatient units and outpatient clinics are located near each
other and in the literature, nurses have been highly involved in providing client care in
both settings. ln fact, the determination that "nurses trained in burn care are the optimal
providers of ambulatory bum care" (Coffee, Yurko, & Fratiarur e, 1992, p.5 87) was
pivotal in the development ofan outpatient clinic that utilizes the space and staff of an
established inpatient bum unit (Coffee, Yurko, & Fratianne, 1992). (
Physical therapy. The profession ofphysical therapy is involved in promoting
health among bum injured clients through physical means. Pessina and Ellis (1997)
describe the role ofphysical or occupational therapists working in bum rehabilitation as
"preventing physical and functional limitations throughout all phases ofbum recovery"
(p. 365). In a study ofoccupational and physical therapists working in acute and
rehabilitative bum units, physical therapists were reported to assume the primary
responsibility for functional mobility raining. Additionally, occupational and physical
therapists were reported to be equally involved in scar management intewention (Biggs,
de Linde, Banaszewski, & Heinrich, 1998).
Occapational therapy. \.lhilebum rehabilitation can be complex, the primary
goals in occupational therapy are to prevent scars from causing contractures and to
restore function to the greatest level possible (Torres-Gray, Johnson, & Mlakar, 1996).
Occupational therapists can address seven areas of occupation including activities of
daily living (ADLs), instrumental activities of daily living (IADLs), education, work,
play, leisure, and social participation (American Occupational Therapy Association,
2002). For the best outcomes, it is important that clients actively participate in their
rehabilitation, notjust during occupational therapy, but all throughout the day. Clients
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should be educated about how to continue aspects of treatment independently (Funk,
2005). In a survey study ofoccupational and physical therapists working in acute bum
units, participants repo(ed that occupational therapists generally assume responsibitity
for activity ofdaily living (ADL) rehabilitation. Occupational therapists are also involved
equally with physical therapy in scar management @iggs, de Linde, Banaszewski, &
Heinrich, 1998).
Both physical and occupational therapists specializing in bum rehabilitation
utilize their knowledge of '\vound healing, anatomy and physiology, functional activity
and mobility, groMh and development, and therapeutic exercise" (Pessina & Ellis, 1997,
p. 365) throughout the client's recovery. In practice, the professions of occupational and
physical therapy overlap at times. In fact, in a survey ofoccupational and physical
therapists working primarily in acute bum units, researchers were unable to determine the
role ofeach profession in areas of rehabilitation such as range of motion exercises,
weighlbearing interventions, positioning, or splinting. Further, researchers were unable
to determine if differences existed among the disciplines in regard to feating a bum-
injured client's upper extremities or lower extremities @iggs, de Linde, Banaszewski, &
Heinrich, 1998).
Social work. Social workers may assume a variety of roles on a bum team. A
doctor or nurse who notices a client's need may refer that client to social work sewices.
In an article outlining the role ofsocial work in an acute bum unit, issues such as liability
for the injury, legislation and other forms ofrecourse available to the client, finances and
insurance coverage, and the family's response are all potential responsibilities (Bruun,
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1985). Little other research has been published in bum literature to describe the
profession ofsocial work with bum populations, particularly in the outpatient setting.
Nutrition. Registered dieticians (RD) often address the unique nutritional needs of
a bum-injured client. Establishing total calorie goals as well as protein, fat, and
carbohydrate distributions are an important role, although a suwey ofdieticians by
Williamson (1989) found that very few dieticians monitor daily calorie intake of every
bum client. Monitoring vitamin and nutrient needs is also vital to the client's healing
process (Williamson, 1989). In the outpatient setting, dieticians usually see clients on an
"as needed" basis. Educating the client and family members is especially important in the
outpatient setting since meal planning and preparation are the responsibilities of the client
or family at this point (Mayes, Gottschlich, & Warden, 1997).
Other professions. As described previously, numerous other professionals may be
involved in treating bum-injured clients in the outpatient setting. These team members
wiil not only be involved in the client's continued physical and psychological care, but
also in facilitating thb transition back into prior roles and into the community. For
example, teams may include prosthetists, orthotists, plastic surgeons, vocational
counselors, and peer counselors, among others, in the outpatient setting. The exact
composition of each team varies from facility to facility, may vary with the age of the
client, and certainly will vary based on the client's needs.
Tedm sttl/ctures. Teams ofhealth care professionals can be strucn[ed many ways.
ln the current health care system, the three terms that commonly are used to described
teams are multidisciplinary, interdisciplinary, and transdisciplinary. These team
structures can be thought ofas falling along a continuum from a less collaborative and
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more discipline-specific approach to client care (multidisciptinary) to a more
collaborative and discipline-integrated approach to client care (transdisciplinary). Each of
these team structures will now be defined and described more thoroughly.
Multidisciplinary team structure. As the prefix implies, multidisciplinary teams
include multiple disciplines providing services for a client. Each team member has a
well-defined role and has limited communication with other team memberc, often at
periodic team meetings. Multidisciplinary team members develop goals that are specific
to his or her discipline. Essentially, in a multidisciplinary team, "different disciplines
work with the same client, yet function independently'' (Reilly, 2001, p. 217).
Interdisciplinary team structure. Team members in an interdisciplinary team
increase their level ofcoordination, but still approach clients from a discipline-specific
mindset. Team members may collectively discuss problems and ideas for the plan of care.
The team then often presents one set of recommendations from the entire team (Reilly,
2001).
Transdisciplinary team structure.In the fields of rehabilitation and long-term
acute cara, a new model of team management has emerged. In a transdisciplinary team,
"responsibilities are shared and the normal boundaries ofthe various healthcare
professions are blurred" @eilly, 2001, p. 216). Transdisciplinary teams embrace five
principles: role extension, role enrichment, role expansion, role release, and role support.
Role extension involves a professional constantly growing in his or her role and being
confident in what he or she can contribute. Roie enrichment means that team members
need to know, understand, and appreciate each other member ofthe team. Through role
expansion a professional educates other team members about his or her unique
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knowledge. The process ofrole release involves professionals adopting the knowledge
and skills that other disciplines have shared. Finally, role support occurs when team
members give each other feedback and support as they begin adopting and applying new
transdisciplinary skills. Collectively, these principles encourage team members to work
as a fluid and overlapping entity with the primary goal of optimally meeting the client's
goals. The overarching goals of transdisciplinary teams are to reduce turf wars and
redundancy while increasingly placing the client's needs at the forefront (Reilly, 2001).
Example of team structure. Reilly (2001) provides a number of examples of
different team structure in action in an acute hospital setting. For clarity in
conceptualizing team firnction, Reilly's concepts have been applied to ar outpatient bum
team in the following example:
A client comes into an outpatient bum clinic for a scheduled therapy appointrnent.
The client presents as quite upset and begins to tell the physical therapist about a negative
social experience she had the previous weekend at a family gathering. In a
multidisciplinary team, the physical therapist may ask the client if she would like a
' referral to the on-site psychologist to talk about her feelings. In this case, the physical
therapist is acting within her scope ofpractice and by referring to a psychologist is
expecting the psychologist to act within his scope of practice. However, the immediate
needs ofthe client are not addressed by the physical therapist herself.
In an interdisciplinary team, the physical therapist may interact similarly with the
client, but decided to ask another team member, the occupational therapist, who has also
been treating the client to see ifshe, too, has picked up on the client's increased level of
emotional distress in therapy. They may decide to closely monitor this client over the
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next few visits and each provide additional support. In the case of this interdisciplinary
team, both professionals are still acting within their own scope ofpractice, but an
increased level of coordination between disciplines exists.
Finally, if this were a transdisciplinary team, when the client began to express her
concerns, the physical therapist may have recalled some ofthe counseling strategies that
the team psychologist had taught the team at a recent in-service and provided immediate
support and counseling to the distressed client. The physical therapist could then ask to
refer the client to the psychologist if the client's needs were beyond what the physical
therapist felt competently trained to provide. In this case, the physical therapist
demonstrates shared intervention perspective with the rest ofthe team and an ability to
. competently meet the client's needs in an area that is not specific to the discipline of
physical therapy.
Outpatient and Follow-up Care
This chapter has described the needs ofa bum-injured client and the professionals
that maybe involved in his care in the outpatient setting; it will now present the existing
literature describing what is actually done in the outpatient setting.
While the most serious bums are feated in acute hospital settings, this represents
a minority ofbum injuries. In fact, as described previously, clients can be seen in the
outpatient setting either because the bum was mild enough or because the healing process
has progressed to the point where outpatient care is appropriate. Client or family
involvement in ouBatient rehabilitation is especially crucial to enhance the carry-over of
rehabilitation principles into the client's daily routines (Smith, Munster, & Spence,
1998). Since pressure garments are often prescribed over the course ofyears, bum-
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injured clients are often referred to outpatient services for on-going monitoring of
pressure garments. ln a South African study, 60% ofclients reported attending follow-up
appointrnents, but only 13o% ofclients reported being informed by clinicians of the
importance ofthese appoinfinents. Further, only 260/o were given contact information in
the event ofa problem with the pressure garments (Stewart, Bhagwanjee, lvlbakaza, &
Binase, 2000).
For some bum-injured clients, the end of an acute hospital stay also means the
end ofbum specialist care. However, all of the unique needs ofa bum-injured client do
not resolve upon discharge from an acute bum unit. In a study conducted in the
Netherlands ofclient opinions toward outpatient cfie, 680Z reported a preference toward
a bum-specific outpatient clinic over a general outpatient clinic had it been available. In
particular, the respondents reported a need for better psychological care in the outpatient
setting (van Loey, Faber, & Taal, 2001).
ln a recent study conducted in Sweden, researchers interviewed survivors of
serious bum injuries on average eight years earlier and found that nearly half were still in
the healthcare system due to their bum injuries. The client's healthcare consumption
included general medical, plastic surgery and psychiatric or psychosocial care. Of68
clients intewiewed, eight felt that their perceived medical needs were not being met in an
outpatient setting. However, 64% of these participants were unable to specify what
healthcare or support care would have improved their experience of rehabilitation. Of the
participants that were able to specify, equal amounts (l2o/o each) wanted more
psychosocial support or "better rehabilitation" (Wikehult et a1.,2005, p. 866). Other
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responses included more assistance with body sequelae or help from more than one
caregiver (Wikehult et al., 2005).
A recent article published by the directors ofan ambulatory (outpatient) bum
center discussed the trend toward treating more clients on an outpatient basis. At this
center, clients can be seen as often as every day, but most commonly, once a week or
even once a month. Client education is the key to successful outphtient bum
management. Encouragingly, this center reports internal client satisfaction suweys
' demonstrating improved perception ofcare in the outpatient setting (Kelleher &
Bilodeau, 1999). In reviews ofnumerous functional outcome studies, the reported retum
to work occurred an average of 51 weeks after the bum injury. Individuals retumed to
driving an average of 32.7 weeks after the bum injury @ruery, Brown, & Muller, 2005).
These landmark outcomes likely occur while a client is being treated or followed in an
outpatient setting. However, the role ofoutpatient therapy is unclear in working toward
these positive functional outcomes along the road to recovery.
Current Occupational Therapy Practice in Burn Rehabilitation.
Occupational therapy is a profession that often plays a central role in
rehabilitation and certainly is involved in bum rehabilitation. More generally,
occupational therapy as a profession can be described as "the art and science ofhelping
people do the day-to-day activities that are important and meaningful to their health and
well-being through engagement in valued occupations" (Crepeau, Cohn, & Schell,2003,
pp. 28). A basic tenet ofthe profession includes a focus on client-centered practice,
meaning that clients are viewed as active participants in the therapeutic process.
Occupational therapists emphasize understanding the client and valuing his or her desires
l
l
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related to therapy. A second tenet is that the profession is occupation-centered.
Occupational therapists believe that a client's identity is shaped by his or her involvement
in meaningful occupations and that a client's engagement in meaningful occupations can
have healing properties. Thus participation in occupation is viewed as both a process and
a goal (Crepeau, Cohn, & Schell, 2003). Nelson believes that occupation is "notjust a
long-term role for people but a method that can be used in a therapeutic manner with an
individual" (Nelson & Jepson-Thomas, 2003). A number ofoccupational therapy theories
support involvement in bum rehabilitation, and in practice, a variety of intervention
techniques are used by occupational therapist.
Occupational therapy theoretical background. A number ofoccupational therapy
models ofpractice can be used to conceptualize the variety ofneeds facing a bum-injured
individual. Although a number of models can apply, the theoretical basis ofeach model
can be quite different. ln practice, occupational therapists may use an approach primarily
based on one model or a more eclectic approach iombining aspects of multiple models as
appropriate to an individual client's needs. Four occupational therapy models ofpractice
will be briefly presented: the biomechanical model, the rehabilitative model, the
cognitive behavioral model, and the model of human occupation.
The biomechanical model addresses impairments in an individual's strength,
range of motion, and endurance. It is assumed that these biomechanical impairments are
the cause of ursatisfactory occupational performance. A biomechanical approach is often
an efficient means of addressing defined impairments, but it does not account for factors
like motivation (James,2003). ln the field ofbum rehabilitation, techniques such as
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stretching, positioning, splinting, and physical exercising often stem from a
biomechanical approach.
The goals of the rehabilitation model of practice are to maximize an individual,s
occupational performance, while accepting the individual's current abilities. Therefore,
compensation, assistive devices, and contextual (environmental) modifications are
frequently utilized to allow the greatest possible independence, even in the presence of
impairment. The rehabilitation approach recognizes the importance of client motivation
and contextual influence in terms ofoutcomes. Strengths ofthis model include using
daily activities as part of the therapeutic process as well as viewing the client in a holistic
way (Seidel, 2003). The rehabilitation model may be employed in bum rehabilitation
when the client is not likely to regain a skill. Thus, in order to minimize functional
limitations, compensatory techniques or assistive equipment might be introduced.
The cognitive behavioral therapies (CBT) frame ofreference employs
biopsychological approaches that use seif-regulation to change both an individual's
thinking and behavior. In this approach, the client is seen as an active participant who
must apply the leamed techniques into everyday life, often through homework.
Techniques may include stress management, relaxation techniques, or biofeedback
programs (Stein & Cutler, 2002). ln the bum care setting, ths frame of reference may be
used as part ofa pain management program or in coping with psychologicai or
psychosocial symptoms.
The Model of Human Occupation (MOHO) takes a holistic approach to the client
and to the meaning ofoccupation in a client's life. Briefly, the basic tenets of this model
include: behaviors are influenced by the environment and help shape an individual's
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identity; participation in occupation is largely based on a person's volition, but also
impacted by habits and the person's abilities and experiences; both the physical and
social environment provides the opportunity to engage in occupation; and lastly, the
occupations are selected and done by the individual. According to this model,
occupational therapy is "a process in which people are helped to do things in order to
shape their abilities, self-concepts, and identities" (Forsyth & Kielhofrrer, 2003, p.  8). In
bum therapy, this model would focus on facilitating active client participation during
interventions with a goal of helping the client engage optimally in occupation. While
adilressing the physical needs of the bum-injured client, this model would also h'elp
professionals to conceptualize the person as a whole with psychological, emotional, and
social needs that may need to be addressed in order to fully participate in their choice of
occupations.
Occupational therapy intervention. Occupational therapy intervention can be
crucial to a successful outcome in bum rehabilitation as occupational therapists have the
expertise to address a variety of problems with occupational performance. In an acute
setting, physical impairments are often a priority and intervention may include splinting,
positioning, and stretching (Young, 2002). Barillo and Paulsen (2003), both medical
doctors, argue that occupational therapy is more important to the recovery of hand bums
than the type ofprocedure (surgery versus no surgery) to treat the bum. At the earliest
stages, multiple goals such as reconstruction, restoration, and rehabilitation may conflict
with each other, so occupational therapy works in coordination with other members of a
team (Young, 2002).
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Occupational therapists remain valuable members of the bum team in an
outpatient setting. ln this setting, the goal offacilitating occupational performance may
take a broader view ofoccupation by addressing not only functional impairments,
decreased range of motion, wound healing, and scar mafuration, but also role
reintegration, which may include work, family, and social reintegration. hterventions
addressing all aspects ofthe client's complete recovery will likely be best met by a long-
term approach (Pessina & Ellis, 1997; Young, 2002).
In order to address the potential functional impairments caused by hypertrophic
scarring, occupational therapists may be involved in a client's presswe garment progmm.
Ideally, clients with pressure gaments are followed in outpatient settings over a period of
time, which, at a minimum, lasts until scar maturation is complete.-Some clients attend
regularly scheduled occupational therapy appointments for specific treatment. Other
clients are only seen for a brief screening to check the fit of garrnents and monitor the
maturation ofscar and other pertinent factors related to the individual client. Still some
other clients, for a variety ofreasons, ranging from client choice to lack of health
insurance, are not followed at all over time in the outpatient setting (Spires, Bowden,
Ahms, & Wahl,2005; van Loey Faber, Taal, 2001).
Treatment lechniques and modalilies. From the frrst day oftreating a client with a
bum injury, occupational therapists locus on preventing contractues through special
positioning. By placing the affected body parts on sEetch, the wound will begin the
healing process in a position that can lead to the best functional outcomes. Splints are
I
often fabricated to assist in maintaining a part of the client's body in the proper position
@arillo & Paulsen, 2003). For upper extremity bums, positioning the client with the
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I
hand or arrfi elevated on a pillow or in a sling will reduce edema (Smith, Munster, &
I
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Spence, 1998).
I
While positioning is important, proper mobilization is equally importznt to
prevent scar tissue from adhering to tendons orjoint capsules and to prevent the
development of heterotopic ossification; both may limit motion (Harden & Luster, 1991;
Young, 2002). Active and passive range of motion exercises should be completed at least
two times.a day. To facilitate joint mobilization, modalities such as heat or ultrasound
may be appropriate to improve the stretch of the scar tissue (Smith, Munster, & Spence,
1998; Young, 2002). The goal for treating hypertrophic scars is that the skin will
eventually te flat, pale and pliable. ln many cases, an occupational therapist's
I
interventioir plan to prevent loss of range of motion and contractures is multifaceted and
I
may involv'e positioning, splinting, serial casting, and exercise as the recovery progresses
(Esselman, Nakamur4 & Patterson, 2006).
I
Challenges of occapation-based practice. Although a beliefin the therapeutic
l
benefit ofoccupation is the basis of the profession ofoccupational therapy, burn
treafinent Jften falls within the medical model. The influence of the medical model
I
potentially could impact the use of occupations and functional activities in practice by
emphasizirlg principles of biomechanical intervention (Esselman, Nakamur4 &
Patterson, 2006). ln fact, during outpatient follow-up rehabilitation visits, physical
symptoms receive "considerable attention" (van Loey, Faber, & Taal,200l, pp. 104)
despite the fact that current bum literature has documented a variety ofpersisting
sequelae, including emotional, psychological, psychosocial, and quality of life issues
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(Druery, Brown, and Muller,2005; Esselman, et al,200l t*o,Jyrki, & Sirpa, 1998;
Mertens, Jenkins, & Warden, 1997; Weichman, et al, 2001).
I
In a review ofstudies focusing on therapists' use ofvarious therapeutic activities
I
when working in a physical dysfunction setting, Katz, Marcus, and Weiss (1994) report
I
that approiimately 50% of modalities were administered without a concurrent activity.
I
In a recent study by Landau (2005) in the field ofhand rehabilitation,94Vo of
I
occupational therapists reported using more biomechanical interventions than
I
occupatio;al interventions. While similar studies have yet to be conducted among
I
occupatiodal therapists working in the field ofburns, these sh.rdies may indicate trends in
I
practice aiross a number ofphysical dysfunction settings.
Nrjmerous textbooks outline long-term rehabilitation techniques for bum-injured
clients as involving range of motion, positioning, splinting, functional and skengthening
exercises, gait training, client education (Ward, 1991), mzusage @oques, 2002), and
pressure therapy (Stewart, Bhagwanjee, Mbakaza, & Binase, 2000). The Ocatpational
I
Therapy Practice Framework, which describes thb scope and method of occupational
therapy practice, classifies many of these interventions as preparatory methods. As the
term implies, the Occupational Therapy Practice Framework views these interventions
I
I
as valid and valuable, but qualifies that they should be used with the intention of
preparing a client for the eventual goal of occupational performance (AOTA,2002).
I
I
Occupational therapists specializing in the field of bums must consider whether in the
year or longer that bum-injured clients are prescribed pressure garments, is intervention
being provided that goes beyond preparation and actually meets the client's occupational
performance needs?
I ..-
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Thb need for occupational therapy research regarding intervention for the unique
occupatiorial performance needs of bum-injured clients is evident. For example, some
I
clients cotplain that pressure garments limit their movements or are uncomfortable
(Macintyre & Baird, 2006; Roques,2002), but the resulting potential occupational
performanie limitations have not been reported in the occupational therapy or bum
I
rehabilitation literature. Additionally, while positive gains in the area of ADLs have been
I
reported up to two years after the inj ury, there exists little evidence of the type of
I
rehabilitation provided for these clients to justifu occupational therapy intervention. For
I
example, il the review of functional outcome studies cited previously,2l% to 50% of
I
bum-injured clients report difficulties with retuming to their previous job (van Baar,
I
Essink-Bo{ Oen, Dokter, Boxm4 & van Beeck, 2006); however, the interventions, if
I
any, used tb address employment or vocational issues were not reported in the review.
I
Therefore, hiscussion ofthe types of interventions that are most effective in producing
functional outcomes; the literature is limited. Additionally, the occupational therapy
literature hirs timited published evidence of the role ofoccupational therapy as part ofan
I
entire team \yith bum-injured clients.
I
There is a large body ofknowledge about bum injuries, particularly the medical
I
aspects, and the role of occupational therapy and rehabilitation is generally accepted as
I
vital to positive outcomes. Much olthe research about occupational therapy involvement
I
with bum-ihjured individuals focuses on intervention techniques specifically related to
I
physical impairments. Although the scope ofoccupational therapy includes expertise in
I
many psycliological and psychosocial issues relevant to bum injured clients, the role of
I
occupationill therapists in this area has not been fully explored. Further, while functional
I
I
Role of Team Members 4l
outcomes have been reported in bum literature, the potential implications on occupational
performance have not been ful1y explored. While the medical needs of a bum-injured
I
client are iertainly unique, the goal ofoccupational therapy, to facilitate the client,s
I
participation in valued occupations, is the same as any other setting ofpractice.
I
Occupatiohal therapists work as one member ofa bum care team. The beliefs and
I
practices o'f th" bo- t.u- working in the ouhatient setting have been underreported in
the literature.
Summary
Sustaining a serious bum injury is often a traumatic situation in which the
individual experiences probiems related to pain, scar, contracture, range of motion
limitationsi nutrition, psychological and psychosocial issues, and financial concems.
Additionally, each client achieves varying degrees of success in terms of functional
outcomes. flo meet the range ofneeds experienced by a bum injured individual, a team of
health professionals are often involved. This team may include: medical doctors, nurses,
psychologists or psychiatrists, occupational therapists, physical therapists, social workers,
and nutritionists and may be struchred with varying degrees of collaboration. Bum care
ociurs in settings that range from an acute to outpatient setting. A common and very
longterm intervention that occurs in the outpatient setting, in particular, is pressure
therapy, which is intended to reduce the negative sequelae of hypertrophic scars. Lr the
outpatient letting, however, the extent to which other interventions are provided to clients
during the time that pressure therapy intervention occurs is unclear.
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Chapter 3: Methods and Procedures
Research Questions
I
ln this chapter, the design and completion of this research study will be described
I
including the participants, the measurement tool used, and the data analysis procedure. A
I
survey desigr was selected to gather data about current practice fiends among bum team
I
members in an outpatient setting during the time that pressure garments are prescribed to
a client. The survey instrument was a novel design based on a review ofcurrent literature
in the area ofbum rehabilitation. Data analysis was conducted using a computer software
pro$am. the goal of this snrdy was to answer 4 primary research questions:
I1. What professionals compose a typical outpatient bum rehabilitation tearn
I
in*lved with clients who have been prescribed pressure garments?
I2. Are members of an outpatient bum rehabilitation team providing holistic, client-
I
ce.,lt"r"d care as measured by the degree of involvement and responsibility for
I
selected interventions and the frequency of evaluation of client needs during the
I
time that pressure garments are prescribed?
3. \[dat is the perceived ideal distribution of intervention involvement reported by
members of outpatient bum rehabilitation teams?
4. What are the opinions and beliefs of team members regarding presswe garment
intewention and the factors potentially affecting patient compliance with this
intervention?
Participanis
I
In c|rder to target an inclusive range ofhealth professionals involved in bum
I
I
rehabilitation, a complete list of non-MD members of the American Bum Association
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was purchhsed from the American Bum Association. While it is acknowledged that the
physician is of the utrnost importance in the direction of the team's provision ofcare, the
intent of this study was to examine the healthcare professionals providing specific
I
rehabilitation and support interventions, which led to the selection of the non-MD list.
Based on an established set ofinclusion criteri4 participants were health care
professionals currently working or having worked in the past in an outpatient setting with
clients who had been prescribed pressure garments. Therefore, in order to more
effectively target participants, some members of the American Burn Association were
excluded brased on uniform criteria prior to the initial survey mailing. Exclusion criteria
included:
I
I . Members working outside the United States, based on the provided mailing address.
I
I
For example, members from 19 countries beyond the United States were excluded
tCir"ar, United Kingdom, Spain, Taiwan, Japan, Norway, France, keland,
I
Argentina, Hong Kong China, Netherlands, Israel, Australia, Belgium, Sweden,
I
Neiv Zealand, Puerto fuco, the Bahamas, & Uganda East Africa).
I
2. Members with professional designations outside ofthe realm ofpatient-based,
I
rehLbilitation. For example, the list of excluded addresses consisted of bum
I
for-rLdations, bum survivors and bum survivor support groups, bum charities,
I
biomedical companies, pharmaceutical companies, firefighters, fire departments,
I
fire safety organizations, attorneys, law practices, medical physics professionals,
I
putilic health administrators, veteri-nary practitioners, anesthesiologists, regional
I
health information administrators, surgical research departments, defense
I
reahi-ness officers, consulting firms, and pharmacists.
I
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3. Membeis who had a professional desigrration indicating they were a medical doctor,
I
despite this list being the non-MD member list.
I
Exblusionary criteria were used to screen all rehrrned surveys prior to data
I
analysis. Participants who identified themselves as not currently working in ar outpatient
I
setting or rlot having worked in the outpatient setting in the past based on a response in
I
the demogizphic portion of the suwey were excluded upon receipt of the survey.
Thlrefore, the initial mailing was directed to 1,340 participants. participants
received a lacket including a questioruraire booklet (Appendix 3), a cover letter
I
describing the study and the informed consent agreement (Appendix 4), a terminology
supplement defining the terms used in the suwey (Appendix 5), a preaddressed stamped
envelope, dnd a retum slip to request a-copy of the study abstract or results upon
I
completiori of the study. The informed consent agreement stated that by retuming the
I
survey all iarticipants verified that they were at least 18 years of age and agreed to
I
participate in the shrdy. A second mailing was sent to participants in the form ofa
reminder postcard (Appendix 6). A third mailing was sent to a portion of the participant
I
list and included a new cover lefter (Appendix 7), copy of the questionnaire, terminology
supplemeni, abstract and results request, and return envelope. A full discussion ofthe
I
mailing methodology follows in the procedures section.
I
Measurement Tool
i
Thd survey tool used in this snldy was a novel-desigred questionnaire developed
I
by the resehrcher based on a review of the literature and feedback fiom healthcare
I
professionals. T\e Survey of the Role of Team Members Treating Burn-Injured Clients
I
While Preisure Garments are Prescribed, is a 21-question instrument, which was
I
t
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I
formatted,into a booklet (Appendix 3). Primarily, the data collected was ordinal data
I
based cin J lik".t..ul", however, some questions asked for open-ended responses.
I
Additionally, participants were encouraged to provide additional comments as they
I
wished. i
Establishing the reliability and validity of the survey tool. Reliabllity of the
questionnaire was addressed by conducting a fietd test of the survey with professionals
representirlg a number of disciplines, including physical therapy, nursing, social work,
health card education, occupational therapy faculty, and graduate occupational therapy
I
students. Participants in the field test were given a wriften letter describing the study and
questions tt assist in providing feedback. Field testers were asked to cornment on
I
content, whether the terminology was understandable and appropriate to their profession,
I
the time retuired to complete the questiormaire, and the questionnaire design. Based on
the feedback provided, the questionnaire was revised to reflect the opinions and expertise
ofthe professionals. To improve the content validity of the questionnaire, the questions
on the questionnaire were supported by current and relevant textbooks and peer-reviewed
articles, as lvell as the feedback from the field testing process. Additionally, to improve
I
the clarity 6f questions and improve the content validiiy, a terminology supplement was
included with the survey to define the terminology used tfuoughout the survey since
I
minor diffeiences exist among professional disciplines based on their educational and
I
professionaI backgrounds.
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In order to support the selection ofcontent items for the questionnaire, the
literature supporting inclusion is provided for each question/topic area as follows:
Question Content Area Available Literature Support
Question 1: Typical team structures in a
healthcare setting include
multidisciplinary, interdisciplinary, and
transdisciplinary.
No published literature specific to
outpatient bum teams, however, team
structure in rehabilitation and hospital
settings is addressed:
Reilly,2001
Question 2: Team members typically
involved in the outpatient rehabilitation of
bum-injured clients
Most discussions of bum teams refer to the
acute setting, but some published articles
address outpatient:
Mertens, Jenkins, Warden, 1997; Young,
2002
Question 3: Common types of
communication among health care team
members include team meetings, co-
heatment sessions, informal conversations,
and formal communication, such as the
medical chart
No published literature specific to
outpatient bum rehabilitation teams.
General issues of communication among
multiple professionals, including
interpersonal and electronic
communication, is discussed:
Lyons, 2006
Question 4: Impact ofteam structure on
client compliance with pressure garment
intervention
Issues related to client compliance with
pressure garrnent intervention have been
discussed in a limited number of articles.
Specifi cally, improved communication
among members of the health care team is
hypothesized to facilitate compliance in:
Stewart, Bhagwanjee, Mbakaza, and
Binase, 2000
Early involvement ofpsychiatry or social
work staff is hypothesized to facilitate
compliance in:
Torres-Gray, Johnson, & Mlakar, 1996
Questions 5 through 8: Generally, the interventions or needs
included are documented throughout the
bum literature. However, many of the areas
are predominantly discussed relative to the
acute setting. Discussions centered on
whether or not these interventions are being
provided consistently in an outpatient basis
or which professions are most involved is
largely missing from current literature.
(a) Pressure Garment Acquisitron Issues related to "in-house" construction of
pressue garments in:
Macin8re & Baird. 2005
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(a) Pressure Garment Acquisition
(continued)
Issues related to custom pressure garments
ordered from a vendor or company in:
Williams, Knapp, Wallen, 1998
Issues related to insurance coverage on
acquiring pressure garments in:
Palmieri, Kayden, Greenhalgh, 2000
(b) Manual Scar Management Although it is a commonly used technique,
the efficacy of therapeutic scar massage in
combination with pressure garments was
not found to be more effective than
pressure garments alone when comparing
vascularity, pliability, and height ofthe
hypertrophic scar:
Patino, Novick, Merlo, & Benaim, 1998
OTs and PTs reported both professions
were responsible in scar management:
Biggs, de Linde, Banaszewski, & Heinrich,
1998
(c) Pain Management Severity ofpain after a bum injury is
discussed in many studies, for example:
Funk, 2005
Some studies have looked at pain over the
course of recovery from bum-injury, in
which pain was shown to persist well-into
the outpatient phase ofrecovery for many
clidnts:
Cromes, Holavanahalli, Kowalske, &
Helm, 2002; Pal, Cortiella, & Hemdon,
1997
The impact ofpain on role performance,
thus suggesting the importance of effective
pain management by the team is discussed:
Aaron, Patterson, Finch, Carrougher, &
Heimbach,200i
(d) Emotional/ Psychological Intervention The potential severity of emotional or
psychosocial sequelae is well-documented
in the burn literature.
Discussions of long-term psychological
needs:
Kimmo, Jyrki, & Sirpa, 1998; Weichman,
Ptacek, Patterson, Gibran, Engrav, &
Heimbach, 2001
(e) Employment/ Vocational lntervention Retum to work discussed in:
Druery, Brown, Muller, 2005; Shakespeare,
1998; van Baar, Essink-Bot, Oen, Dokter,
Boxm4 & van Beeck, 2006
l
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(f) Nutritional lntervention Most of the nutrition intervention literature
deals with the acute hospital setting.
Discussion of the importance ofcontinuing
effective nutrition after hospital discharge
in:
Mayes, Gottschlich, & Warden, 1997
Discussion of potential negative outcomes
of improper nutrition in individuals
recovering from fu ll-thickness burns:
Young, 2002
(g) Stretching/ S trengthening Loss ofrange of motion was reported and
compared based on body surface area
impacted without any comparison of the
interventions provided to these clients:
van Baar, Essink-Bot, Oen, Dokter, Boxm4
& van Beeck, 2006
A leading textbook in the field describes
the range of stretching and strengthening
approaches that are commonly prescribed
during rehabilitation following a bum
injury:
Humpfuey, fuchard, & Staley, 1994
(h) Activities of Daily Living Studies have shown improvement in ADL
performance after hospital discharge, but
the interventions, if any, to achieve good
outcomes are not discussed:
van Baar, Essink-Bot, Oen, Dokter, Boxma,
& van Beeck, 2006
(i) Splinting/ Position In a textbook designed for rehabilitation
professionals, both rationale and options for
splinting and positioning are described in
depth:
Apfel, kwin, Staley, & Richard, 1994;
Daugherty & Carr-Collins, i994
Results pertaining to role distribution
among OTs and PTs in the area of splinting
and positioning on burn units (acute) were
not definitive:
Biggs, de Linde, Banaszewski, & Heinrich,
1998
(j) Sexual Functioning Sustaining a larye (over 20%o TBSA) full-
thickness bum has been reported to have a
significant effect on sexual functioning:
Kimmo, Jwki, Sima 1998
(k) Patient and Family Education Formal client and education at the time of
hospital discharge includes exercise
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(k) Patient and Family Educatron
(continued)
programs, scar management, ADL
adaptations as necessfiy, and waming sigrrs
of complications:
Pessina & Ellis, 1997
Client education is key to the successful
management of a bum in the outpatient
setting:
Kelleher & Bilodeau, 1999
Family support positively impacts client
compliance in prescribed treatments such as
pressure garments:
Stewart, Bhagwanjee, Mbakaza, & Binase,
2000
Discrepancies between clinician reported
and client reported content in education
sessions is documented in the bum
literature:
Stewart, Bhagwanjee, Mbakaza, & Binase,
2000
Client suggestions for education techniques
to improve compliance are reviewed:
Johnson, Greenspal, Gorga, Nagler, &
Goodwin, 1994
(l) Patient and Family Counseling Successful community reintegation has
been shown to depend in part on family and
social support. Family members often
require time to adjust to the client's injury:
Mertens, Jenkins, & Warden, 1997
Question 9 & 10: Team members' opinions
of the effectiveness ofpressue gruments.
ln a study oftherapist perceptions, 40yo of
OTs did not believe pressure garrnents were
effective:
Stewart, Bhagwanjee, Mbakaz4 & Binase,
2000
Question 1 I : Team members' report of
client compliance with pressure gament
intervention.
Client compliance with wearing pressure
garments 23-24 hours a day was reported to
be 41%o:
Johnson, Greenspan, Gorg4 Nagler, &
Goodwin, 1994
Client compliance with wearing pressure
gaments at least 20 hours a day was
reported to be 7 0%o:
Stewart, Bhagwanjee, Mbakaza, & Binase,
2000
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Operationalization ofvariables. In the development of the survey tool, it was
important that the terminology used would be both understandable and appropriate to a
variety of professionals. Therefore, all participants received a copy of a terminology
supplement (Appendix 5). This terminology supplement defined the term'team" for the
purposes of this study as "the non-physician professionals providing care for burn-injured
clients in the outpatient setting during the period of time that pressure garments are
prescribed". The definition ofteam was also defined immediately before the first
question on the questionnaire itself. Additionally, definitions were provided on the
terminology supplement for each of the 12 intervention areas included in the grids for
questions 5 through 8 (Appendix 3). Questions 9 through 11 asked participants for their
beliefs about the effectiveness ofand compliance with pressure garments under
Question 12: Team members' opinion of
factors impacting compliance with
pressue garment proglams.
The most commonly reported challenge in
the post acute bum sefting according to
OTs and PTs was client compliance with
pressure garments and splints:
Torres-Gray, Johnson, & Mlakar, 1996
Factors found to impact pressure garment
compliance in studies of client populations
have been found to include: sex, income,
TBSA, pain, garment problems, body
temperature disrurbances while wearing
garments, activity limitations, ald garment
discomfort:
Johnson, Greenspan, Gorga, Nagler, &
Goodwin, 1994
Questions 13-21 : Demographic questions
defining a participant's profession, degree,
gender, age, number of years working in
the field ofburns, total number of years
practicing in profession, percentage of
caseload that is burn clients, percentage of
burn clients on caseload using pressure
garments, description of current practice in
an outpatient setting with bum-injured
clients receiving pressure gaments.
lnclusion of demographic information is
standard practice in surveys.
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conditions phrased "as recommended," which was defined as 20-23 hours a day based on
published standards in the bum rehabilitation literature (Leveridge, 1991; Macintyre &
Baird, 2006; Staley & Richard, 1994; Staley & tuchard, 1997; Ward, 1991). In rhe
demographics portion of the survey, age was measured in years. Questions relating to
experience in the field instructed participants to list a number ofyears. ln questions
describing the participant's caseload, participants were asked to list a percentage.
Procedures
Approval and funding for study. Approval for this study was sought and granted
both by the Ithaca College Occupational Therapy Graduate Department and the Ithaca
College Human Subjects Research Committee (Appendix I and 2). To complete this
study, firnds were awarded from the Ithaca College Occupational Therapy Graduate
Department, the Office of the Provost at Ithaca College, the Ithaca College School of
Health Science and Human Performance Dean's Office, and the researcher. Funds were
allocated to pay for the purchase of mailing addresses (labels), duplicating, envelopes,
follow-up postcards, and postage.
Mailing procedures. As stated previously, in the initial mailing all 1,340
participants received a packet containing a cover letter explaining the study and including
the informed consent statement (Appendix 4), a terminology supplement (Appendix 5), a
copy ofthe questionnaire (Appendix 3), a pre-paid retum envelope, and a retum slip
indicating a participant's desire to obtain copies of the study results or abstract. A
randomized, numeric coding system was desigred to preserve the confidentiality of all
participants' survey responses. The coding system consisted ofeach participant being
assigned a random code number that was printed on return envelopes. As each
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questionnaire was retumed, a research assistant opened the envelopes and recorded
receipt of the questionnaire as well as a participants' request for study results or the
abstract. The numeric codes were utilized to identiry the participants who would receive
the two-week and four-week follow-up mailings. The numeric coding system was not
made available to the researcher and the research assistant destroyed the coding system at
the conclusion of the study.
Follow-up mailings were conducted in a style similar to the Dillman method,
which is a procedure that has.been proven effective @illman, 1978). Approximately
three weeks after the initial mailing, a reminder postcard (Appendix 6) was sent to all
participants who had not retumed suweys. A final mailing of a new cover letter
(Appendix 7) and a new copy of the survey was sent out six weeks after the initial
mailing to all occupational therapists and physical therapists who had not yet retumed the
survey. This subgroup was selected for a follow-up mailing because these groups had
retumed the survey at a higher rate compared to the subgroups ofother professions.
Deviations from the proposed Dillman rhethod timeline occurred to avoid conflicts with
the winter holiday season. Further, due to an error at the campus mail center during the
address printing process for the initial mailing, the tracking numbers were unable to be
matched with the master list of addresses by the research assistant. When possible, names
provided by participants on business cards or email addresses were used to exclude
participants from follow-up mailings.
Analysis and Interpretdtion of Data
. Administration. The study is a cross-sectional design ofvarious healthcare
professionals involved in bum rehabilitation. The researcher entered all data into a
:
I
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statistical software program, SPSS version 14.0. The design of this study led to data
analysis that primarily used descriptive statistics, including mean, standard deviation, and
' frequencies.
Sludy Limitations, Delimitations, and Assumptions
Limitations exist in the methodology of this study. Primarily, participants were
identified and contacted as a result of their membership in the American Bum
Association. Certainly not all health care professions who work with bum-injured clients
in the outpatient setting are members of this organization, so the study is limited in that
only the views and opinions of mernbers are reported. Additionally, the original mailing
list received from the American Bum Association was unbalanced when sorted by
professional designation. For example, nusing constituted a much larger proportion of
the list than any other profession. Also, this study is limited since the address list
included individuals who were eventually excluded according to the criteria described
previously following a visual scan ofthe address list by the researcher. Finally, the study
was d'esigned to exclude medical docton. However, since in practice medical doctors are
important memben of the team, the study is limited by the fact that the opinions and
experiences of medical doctors are not represented.
A number of assumptions follow from the study methodology. Primarily, the
researcher assumes that participants will answer the suwey questions honestly and
accurately. It is assumed that participants will read the instructions and definitions
accompanying the survey in order to think about and answer questions as precisely and
similar to other participants.
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Chapter 4: Results
In this chapter, the results of the research study survey are presented. The frrst
section describes the demographics of study participants, while the second section
presents survey results that ad&ess the four research questions.
P art i c ip ant D e m o grap hi cs
In this study, 1,340 health care professionals who are members of the American
Bum Association were recruited to participate in this study and mailed surveys. Of these,
160 completed and returned surveys. Additionally, 54 individuals contacted the
researcher via mail, email, or telephone to state that they were unable to participate in this
study, most cornmonly because they did not have experience in the outpatient setting
working with bum-injured clients. Therefore, the response rate for this survey is 16.0%.
Of the 160 surveys that were completed and retumed, 24 were excluded based on pre-set
exclusionary criteria. The participants who were excluded self-identified as working in a
practice area other than the outpatient setting on question 21 ofthe survey. Therefore,
final data analysis presented in this chapter are based on 136 participants as are statistics
unless otherwise indicated.
Participants (N: 136) represent a total of 13 healthcare professions (Table l).
Three professions represent over halfofthe responses. ln order these professions are
nursing (33.1% of participants), occupational therapy (25.0%o ofparticipants), and
physical therapy (19.1% of participants). Additionally, participants identify themselves as
health professionals including dietician, rehabilitation counselor, nurse practitioner
(which was self-identified by participants as separate from other nursing degrees),
massage therapist, technician, care coordinator, director, or manager, psychologist, music
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therapist, social worker, or researcher. Participants also identify the highest level of
education or degree that they have eamed (Table 2). Nearly half (48.5%) hold a
bachelor's degree. In this study,79.4o/o of participants are females atd 20.6% are males,
which is a gender distribution typical of many allied health fields.
Study participants (N = 126) report a mean age of 4l .9 years (SD = 9.5 years) and
range from 25 to 69 years ofage. Further, participants (N = 136) have been working in
their given profession for a mean of 17.2 years (SD : 9.7 years). Years ofprofessional
experience range from 1 year to 35 years. Participants (N = 136) report specializing in the
field ofbums for a mean of 12.9 years (SD :9.3 years) and range from 1 year to 35 years
of specialization in bums. [n response to the question "approximately what percentage of
your total caseload constitutes bum-injured clients?" participants provided an answer and
ifa participant provided a range, the mean ofthat rimge was used as the response.
Overall,70.9%o ofparticipaats (N = 134) report that at least three-quarters oftheir typical
caseload is comprised ofburn-injured clients (Figure 1). Further, the majoity (7 4.2%) of
participants, (N: 128) report that at least halfofthe bum clients on their caseload use
pressue garments (Figue 2).
Finalty, participants [N = 136) were asked to select from a list ofresponses, the
option that best describes their practice in the outpatient setting with bum-injured clients
who are participating in pressure garment intervention (Table 3). The majority of
participants who were included (52.9%) responded "regularly," which in this study is
defined as "some portion ofthe day, two or more days per week". In order, responses
also include "sometimes," which is defined as "some portion of the day, approximately
once a week," followed by "occasionally," which is defined as "less than once per week,"
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then "consultation only," which is defined as "not consisting ofdirect client care, but
consulting with a client or professionals treating clients fitting the criteria," and finally
"not currently," which is defined as "having worked with clients fitting this criteria in the
past". These five responses identified the participants who have practiced in the
outpatient setting with bum-injured clients. Further, of the initial 160 participants (note
this difference in number ofparticipants), a fraction selected the "another setting" (8.8%)
or "other" (1.9%) response to this question or did not provide zrny response (4.4%). These
participants were excluded from the study and are therefore not reported in Table 3. As
mentioned previously, this exclusion criterion reduced the total number ofparticipants
included in data analysis from 160 to 136 participants.
Research Question One
In order to identily which professionals are typically on an outpatient bum team, a
question on the survey presented a selected list of six common professionals as well as an
"other" option. Participants were asked to check all of the professions that they felt were
part oftheir own outpatient bum team or write in a profession that ivas not among the
provided options. Four professions are identified as being team members on at least half
ofoutpatient bum teams. In descending order, these professions are physical therapy on
92.5%o of teams, occupational therapy on 91.8% of teams, nursing on 85.8% of teams,
and social work on 73.9o/o of teams. The other two selected professions are identified as
being team members on less than half of teams. This includes nutrition, which is
identified on 49.2%o of teams, and psychology, which is identified on 45.9% of teams.
Additionally, participants were given the option to write in other team members that were
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part oftheir outpatient bum team. Participants identifu 28 other professions that range in
frequency of report from I (0.7%) to 19 (14.1o/o).and are reported in Table 4.
To further describe outpatient bum teams and more fully answer research
question 1, participants were given names and definitions ofthree common healthcare
team structues and asked to select the option that best describes their own team. The
definition ofeach ofthese teams is provided in Chapter 3. An interdisciplinary team
structue is used by the majonty @2.9%) of teams. Additionally,3l.l% of participants
report being on a multidisciplinary team, while 6.1% state that their team structure is
transdisciplinary.
One final question was used to describe outpatient bum teams and this was the
type of communication used by team members. Four selected types of communication
were presented and participants were asked to check all of the types that their team
utilizes. Most commonly, team memberi report communicating with each other through
informal conversations, which are used on 81.2% of teams. In descending order, formal
written communication, such as a client chart, is used on 53.8% of teams, communication
via co-treatment sessions is used on 49.6% of teams, and regularly scheduled meetings
are used by 44.40lo of teams.
Research Question Two
Research question two basically asks ifholistic, client-centered care is being
provided to clients by the outpatient bum team. [n order to arswer this question,
participants were asked both about the intewentions provided by the team and how the
team evaluates or assesses clients since both intervention and evaluation are important
components ofclient care. First, two aspects of intervention were queried: the degree of
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involvement a person ofany particular discipline has in actually doing an intervention
and the degree of responsibility for ensuring that an intervention was being addressed.
ln terms of intervention, on the survey, participants were given a grid (Appendix
. 2) that had six common healthcare professions across the columns and twelve selected
intervention areas that were identified in the literature as areas ofpotential concem for
burn clients throughout the outpatient rehabilitation period. Participants were instructed
to consider the level of involvement or responsibility in each of the twelve intervention
areas for each of the six professions and indicate how their team provides interventions
using a likert scale. Participants were given a 1 to 5 scale, in which I represented "not at
all involved/ responsible," 3 indicated a neutral response and 5 represented "extremely
involved/ responsible". Additionally, options to indicate that they were unsure or that a
given profession was not on the team were provided.
The first area of consideration is involvement in each of the selected
interventions. The mean ofall responses @ased on 136 participants) that used the 1 to 5
likert scale on this grid is taken to produce a meal level of involvement for each
profession in each intervention area. Overall, participants report that nursing is most
involved in patient and family education with a mean of 4.5 (SD = 0.9). Physical therapy
is most involved in stretching and strengthening intervention as the mean is 4.8 (SD =
0.6). Occupational therapy is most involved in splinting and positioning interventions
with a mean of 4.9 (SD : 0.5). Psychologists are most involved in emotional and
psychological interventions as the reported mean is 4.3 (SD: 1.2). Social workers are
most involved in patient and family counseling with a mean of 3.9 (SD = 1.4). Nutrition
professionals are most involved in nutrition intervention with a mean of 4.3 (SD = 1.4).
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The level ofinvolvement in the remainder ofthe intervention areas for each profession is
fully repo(ed in Table 5.
Similarly, when the mean ofresponses from the responsibitity for an intervention
grid are calculated, they are found to be very similar to the means of intervention
involvement. Participants (N = i36) report that nursing is most responsible for patient
and family education (M = 4.4, SD 
= 
1.0), physical therapy is most responsible for
stretching and strengthening (M= 4.7, SD :0.9), occupational therapy is most
responsible for splinting and positioning (M = 4.8, SD = 0.8), psychology is most
responsible for emotional and psychological interventions (M = 4.3, SD: 1.2), social
work is most responsible for client and family counseling (M = 3.8, SD: 1.3), and
nutrition is most responsible for nutritional interventions (M:4.1, SD = 1.5). The
remainder of the results regarding each professions level of responsibility for the selected
interventions are presented in Table 6. Additionally, the mean values reported by
participants for intervention involvement and intervention responsibility can be compared
in Figures 4 through 15.
In addition to the intervention consideration, provision ofclient care also includes
an evaluation component. ln this study this question was asked using a different type of
grid. Participants were asked to report how often they personally evaluate or assess each
of the 12 intervention areas by selecting from the options of"once at
admission/discontinuation," "weekly" "bi-weekly," "monthly," "I do not assess," or
"other". Many participants selected the "other" option and wrote in responses such as "at
each follow-up appointment," "PRN' (as needed), "every 2 months," "every 3 months,"
"daily," or "yearly''. Such write-in responses for the evaluation question were so common
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and numerous that they were able to be incorporated into the data analysis along with the
provided responses. Results of the evaluation component ofclient care, including both
provided responses and participant write-in responses, are reported in Table 7.
Res earch Question Ihree
Research question three pertains to the participant's beliefs regarding the ideal
involvement ofthe outpatient bum team for selected interventions. The mechanism for
asking this question was a grid similar to those used for intewention involvement and
intervention responsibility. All the participants considered each profession in regard to
each intenrention area. Again, the mean of all the I (not at all involved) to 5 (extremely
involved) responses were calculated. Overall, participants (N = 136) feel it would be
ideal ifnursing was most involved in both patient and family education interventions (M
= 4.6, SD : 0.8) and pain management (M : 4.6, SD : 0.9). Ideally, physical therapy
would remain most involved in stretching and strengthening interventions (M = 4.8, SD =
0.7). Occupational therapy ideally would become most involved in three areas: stretching
and strengtheninC (M = 4.9, SD :0.5), splinting and positioning (M = 4.9, SD = 0.4), and
activities ofdaily living (M = 4.9, SD:0.5). Participants believe psychology should
ideally be most involved in emotional and psychological interventions (M:4.9, SD:
0.5). Social work ideally would be most involved in patient and family counseling (M :
4.5, SD = 0.9). Ideally, nutrition should be most involved with nutritional intervention (M
= 4.8, SD = 0.8). A complete listing of all results of the ideal intervention involvement
for the team is presented in Table 8.
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Research Question Four
ln research question four, the beliefs of participants related to pressure garment
intervention specifically were examined because this study was specifically investigating
client care during the time that pressure garment intervention occurs. On the survey, a
series offour questions were directed to answering research question 4. The first question
asked participants to report, based on their experience, the percentage ofclients who are
compliant with pressure garment intervention as recommended, which was defrned as 20-
23 hours a day based on recommendations in the literature. Participants (N : 131) report
a mean of 62.7%o (SD -- 22.4%) of clients are compliant with pressure garment
intervention, based on the participant's clinical experience. Next, participants were asked
how they felt their cunent team structue, including factors like the professionals
involved in the team and communication style within the team, impacted client
compliance with pressure garment htervention. Participants were given a I to 5 likert
scale in which 1 represented "impairs compliance" and 5 represented "facilitates
compliance". Overall, participants (N = 134) believe that their own team structure
somewhat facilitates compliance as the mean for this question is 4.0 (SD:0.9). Next,
participants were asked how they felt provision ofholistic client care, such as the twelve
intervention areas in the grids, impacted client compliance in pressure garment
intervention. Again, a I to 5 likert scale was used whereil a I represented "greatly
decreases [compliance]" and 5 represented "greatly increases [compliance]". Overall,
participants (N: 133) feel that provision ofsuch a range ofservices would somewhat
increase compliance as the mean for this question is 4.1 (SD = 0.8). Finally, participants
were asked how effective they believed pressure garment intewention is in preventing or
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reducing the negative sequelae ofhypertrophic scars. This question was actually asked
for two conditions: when clients wear pressure garments as recommended (20-23 hours
per day) and when clients wefi pressure gaments less than recommended (less than 20
hours per day). A 1 to 5 like( scale was used in which 1 represented "not at all
[effective]" and 5 represented "extremely [effective]". Generally, participants feel that
pressure gaments are very effective when worn as recommended, but somewhat not
effective when wom less than recommended. Overall, participants (N = 135) rate the
effectiveness of pressure garments with mean of 4.4 (SD = 0.9) when wom as
recommended as opposed participants (N: 132) providing a mean rating of2.7 (SD =
0.8) when wom less than recommended. A visual representation ofparticipants' reported
belief of pressure garment effectiveness is presented in Figure 3. i
II
Table 1
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Number ofparticipants, according to discipline, who completed and returned the survey.
Profession Percent oftotalN
Nursing
Occupational Therapy
Physicat Therapy
Nurse Practitioner
Coordinator/ Director/ Manager
Psychology
Research
Rehabilitation Counselor
Social Work
Technician
Dietician
Massage Therapy
Music Therapy
45
34
26
11
5
4
2
2
)
2
1
1
1
33.1%
25.0%
19.t%
8.r%
3.7%
2s%
r.5%
1.5%
1.5%
15%
0.7%
0.7%
0.7%
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Table 2
Number of participants, according to highest level of education achieved.
Level of education N Percent oftotal
, Associate degreet
Certificate
High school diploma
Bachelor degree
Master degree
Clinical doctoral degree or PhD 13
64 48.5%
41 3r.r%
9.9%
6.r%
3.7%
0.8%
--t
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Table 3
Number of parlicipants who work in the outpatient setting with burn-injured clients
participating in pressure garment intervention at selecled frequencies.
Frequency ofpractice Percent oftotal
Regularly
Sometimes
Occasionally
Consultation
Not Currently
72 s2.9%
t9.r%
t3.2%
lt.0%
3.7%
26
l8
l5
5
-i{o/e. In question 21, participants were asked to select the option that best describes their
practice in the outpatient setting according to the followiag scale: Regularly, Sometimes,
Occasionaliy, Consultation Only, or Not Currently.
Role of Team Members 66
Table 4
Instances ofparticipants identi/ying other professions, beyond the select professions
listed on the survey, as members of the outpatient burn team.
Frequency of report Percent oftotalN
Child life specialist
Nurse practitioner
Respiratory therapist
Chaplain, pastoral or spiritual care
Recreation therapy
Pharmacy
Case manager/ cfie cooidinator
Physician Assistant
Orthotics
Seamstress
Support group or burn survivor
Burn technician
Music therapy
School teacher
Transitions professional
Cosmetology
Garment vendor
Medical photographer
Massage therapy
19
15
t4
l3
10
9
8
6
5
5
5
4
4
4
4
3
3
)
2
t4.t%
11.t%
t0.4%
9.6Yo
7 .4Yo
6.7%
5S%
4.4Vo
3.7%
3;7%
3.7%
3.0%
3.0%
3.0%
3.0%
2.2%
1.5%
l.5o/o
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Frequency of report Percent oftotal
Rehabilitation technician
Research coordinator
Communications
Ethics
Radiology
Speech therapy
Physiatrist
Vocational rehabilitation
2
2
t.s%
r.s%
0.7%
0.7%
0.7%
0.7%
0.7%
0.7%
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Table 5
Summary of the means for degree of involvement of selected professions for given
intervenlions.
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Pressure Garment Acquisition
Manual Scar Management
Stretching/ Strengthening
Splinting/ Positioning
Activities of Daily Living
Patient & Family Education
Patient & Family Counseling
Pain Management
Nutritional Intervention
EmotionaV Psychological Intervention
Sexual Functioning
EmploymenV Vocational Intervention
2.6 4.2 4.4 t.2 1.8 1.0(i.+t (1.3) (1.1) (.7) (1.0) (.2)
2.8 4.4 4.6 t.2 1.2 1.0(1.4) (1.0) (.e) (.7) (.5) (.2)
2.5 4.8 4.8 1.3 1 1 1.0(1.2) (.6) (.6) (.6) (.s) (.4)
2.6 4.2 4.9 t.2 1.1 1.0
(1.2) 
. 
(r.3) (.s) (.8) (.4) (.1j
3.0 4.2 4.7 1.8 1.7 t.4(1.3) (r.2) (.7) (1.1) (1.0) (.7)
4.5 4.5 4.6 3.2 3.4 3.0(.e) (.8) (.8) (1.6) (1.4) (1.6)
3.1 2.7 2.7 4.r 3.9 1.8(1.2) (1.3) (1.2) (14) (1,4) (r.2)
4.3 3.4 3.4 3.0 t.7 t.2(1.1) (1.1) (1.1) (1.s) (1.0) (.s)
3.3 1.9 2.0 t.7 1.5 4.3(1.1) (1.0) (1.1) (.8) (.8) (1.4)
3.6 3.3 3.3 4.3 3.5 1.3(1.1) (1.1) (1.1) (r.2) (1.3) (.6)
2.3 2.t 2.1 3.3 2.2 1.0(r.2) (1.2) (r.2) (r 6) (r.4) (.1)
2.2 3.0 3.3 2.6 3.2 1.2(1.3) (1.4) (1.4) (1.4) (1.4) (.7)
Note.ln each cell, the mean value is the top number and the standard deviation appears in
parentheses. Participants used a I (not at all involved) to 5 (extremely involved) scale.
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Table 6
Summary of the means for tlegree of responsibility by selected professions for given
interventions .
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Pressure Garment Acquisition
Manual Scar Management
Sketching/ Strenglhening
Splinting/ Positioning
Activities of Daily Living
Patient & Family Education
Patient & Family Counseling
Pain Management
Nutritional lntervention
EmotionaV Psychological lntewention
Sexual Functioning
Employment/ Vocational Intervention
t.2 1.5 1.1(.7) (1.0) (.5)
1.2 r.l 1.0(.7) (.3) (.0)
1 .3 1.1 1.1(7) (.3) (.s)
t.2 1.1 L0
( 6) (.4) (.1)
1.8 1.6 1.3(r.2) (1.0) (.8)
3.3 3.4 2.7(1.4) (r.4) (r.7)
4.2 3.8 1.7(1.3) (1.3) (1.3)
3.0 1.6 1.1(1.5) (.e) (.3)
2.6
(1.4)
2.8
(1.4)
2.6
(1.2)
2.6
(1.2)
2.9
(1.3)
4.4
(1.0)
3.1
(1.3)
4.3
(1.1)
3.1
4.1
(i.3)
4.4
(r.0)
4.7
(.e)
4.2
( 1.3)
4.2
(1.1)
4.3
(1.0)
2.6
(1.3)
3.1
( 1.1)
4.4
(1.1)
4.6
(1.0)
4.7
(.8)
4.8
(.8)
4.7
(.8)
4.3
(1.0)
2.6
(1.3)
3.0
(1.1)
1.8 1.8 1.3 1.3 4.1(r.3) (1.1) (1.0) (.7) (.7) (1s)
3.3 2.9 2.9 4.3 3.3 1.1(1.2) (1.1) (1.r) (r.2) (1.4) (.s)
2.3 2.0 2.1 3.2 2.2 1.1(r.2) (1.1) (1.3) (r.7) (1.s) (.s)
2.5 2.9 3.2 2.6 3.2 1.1(1.3) (1.3) (1.3) (1.4) (1.4) (.3)
Note.Ilr,each cell, the mean value is the top number and the standard deviation appears in
parentheses. The scale format used I (not at all responsible) to 5 (extremely responsible) .
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Table 7
Individual participants' frequency of evaluation ofeach selected interaention area in the
outpatient burn setting.
Frequency ofevaluatior/ assessment N oA of tot^l
Do not assess
Monthly
At each follow-up+
Weekly
PRN (as needed)*
Bi-weekly
Every 3 months+
Once at admission/discontinuation only
Daily
Pressure Garment Fit (n : 125)
36
z7
22
16
8
6
5
3
2
28.8%
2r.6%
t'7.6%
12.8%
6.4%
4.8%
4.0%
2.4%
1.6%
At each follow-up*
Do not assess
Monthly
Weekly
Bi-weekly
PRN (as needed)*
Every 3 months*
Every 2 months*
Once at admission/ discontinuation only
Scar Maturation (n= 126)
29
27
26
2l
l3
5
3
I
I
23.0%
21.4o/o
20.6%
r6.7%
10.3%
4.0%
2.4%
0.8o/o
0.8o/o
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Frequency of evaluation/ assessment % oftotal
At each follow-up*
Weekly
Do not assess
Monthly
Bi-weekly
Dailf
PRN (as needed)*
Once at admission/ discontinuation only
Every 3 months*
Every 2 months+
Pain Perception (n: 125)
36
26
t7
13
t2
8
7
3
2
1
28.80/o
203%
13.6%
r0.4%
9.6%
6.4%
5.6%
t.6%
0.8%
Emotional and Psychological State (n = 123)
At each follow-up*
Do not assess
Weekly
Monthly
Bi-weekly
PRN (as needed)*
Once at admission/ discontinuation only
Daily*
Every 2 months*
28
25
23
l8
l3
7
5
3
1
22.8%
20.3%
18.7%
t4.6%
r0.6%
5.7%
4.t%
2.4%
0.8%
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Frequency of evaluatior/ assessment N % oftotal
Employrnent/ Vocational Status (n = 125)
Do not assess
At each follow-up*
Monthly
Weekly
Once at admission/ discontinuation
Bi-weekly
PRN (as needed)*
Every 2 months*
Yearly*
45
t7
15
t4
13
10
9
1
I
36.0%
t3.6%
t2.0%
11.2%
10.4%
8.0o/o
0.8%
0.8%
Do not assess
At each follow-up+
Weekly
PRN (as needed)*
Bi-weekly
Once at admission/ discontinuation only
Monthly
Every 3 months*
Nutritional Needs (n = 123)
66
l6
l1
l0
7
7
5
1
53.7%
13.0Yo
8.9o/o
8.r%
5.7%
5.7%
4.lo/o
0.8%
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Frequency of evaluation/ assessment N Yo of total
At each follow-up*
Weekly
Do not assess
Monthly
Bi-weekly
PRN (as needed)*
Daily
Once at admission/ discontinuation
Every 2 months
Flexibility and Strength (n : 126)
30
26
25
l9
l0
9
3
3
1
23.8%
20.6%
19.8%
t5.t%
7.9%
7.1%
2.4o/o
2.4%
0.8o/o
Weekly
At each follow-up*
Monthly
Do not assess
Bi-weekly
Once at admission/discontinuation only
PRN (as needed)*
Daily*
Every 2 months*
Activities of Daily Living (n = 126)
31
29
20
t]
13
8
q
1
1
24.6%
23.0%
t5.9%
13.5%
t0.3%
6.3%
4.8%
0.8%
0.8%
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Frequency of evaluation/ assessment % of total
Do not assess
At each follow-up*
Weekly
Monthly
Bi-weekly
PRN (as needed)*
Once at admission/ discontinuation only
Daily*
Splinting/ Positioning Needs (n : 126)
33
29
24
t2
l0
7
6
5
26.2%
23.0%
19.0%
9.5%
79%
5.60/o
4.8%
4.0%
Do not assess
PRN (as needed)*
Monthly
At each follow-up+
Bi-weekly
Once at admission/discontinuation only
Weekly
Dailf
Every 2 months*
Sexual Functioning (n = 124)
78
l5
8
7
5
5
4
I
I
62.9o/o
12.1%
6.5o/o
5.60/o
4.0%
4.0%
3.2%
0.8%
0.8%
N
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Frequency of evaluation/ assessment N Yo of total
At each follow-up*
Weekly
Monthly
Bi-weekly
PRN (as needed)*
Do not assess
Once at admission/ discontinuation only
Daily*
Every 2 months*
Patient and Family Education Needs (n : 126)
32
32
20
13
l0
9
5
4
I
2s.4%
t5.9%
10.3o/o
7.9%
'7.1%
4.0o/o
3.2o/o
0.8%
Patient and Family Counseling Needs (n : 125)
Do not assess
At each follow-up+
Weekly
Monthly
PRN (as needed)*
Bi-weekly
Once at admission/ discontinuation only
Daily+
Every 2 months+
32
23
20
18
l4
1l
5
I
1
2s.6%
18.4%
r6.0%
14.4o/o
tr.2%
8.8%
4.0%
0.8o/o
0.8o/o
Note. + indicates the response was written in by the participant in the "Other" colurnn.
i
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Table 8
Summary of the means for the degree of perceived ideal intervention involvement by
selected professions for given interventions.
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Pressure Garment Acquisition
Manual Scar Management
Stretching/ Strengthening
Splinting/ Positioning
Activities of Daily Living
Patient & Family Education
Patient & Family Counseling
Pain Management
Nutritional Intervention
EmotionaV Psychological Intervention
Sexual Functioning
Employment/ Vocational Intervention
3.0 4.6 4.8 1.3 2.2 1.2(1.4) (.e) (.6) (.e) (1.4) (.7)
3.4 4.7 4.8 1.3 1.3 1.1(1.3) (.7) (.6) (.e) (.8) (.6)
3.1 4.8 4.9 1.6 t.4 t.2(1.3) (.7) (.s) (1.0) (.8) (.7)
3.1 4.6 4.9 1.5 t.4 1.1(1.3) (.e) (.4) (.e) (.e) ( s)
3.5 4.5 4.9 2.4 2.5 1.8(1.3) (1.0) (.s) (1.4) (1.4) (r.2)
4.6 4.7 4.7 4.4 4.3 4.0(.8) (.7) (.7) (1.1) (1.r) (1.3)
3.7 3.2 3.2 4.8 4.5 2.8(r.3) (1.4) (1.4) (.8) (.e) (r 7)
4.6 3.9 3.9 4.1 2.6 1.5(.e) (1.1) (1.1) (1.1) (1.s) (1.1)
3.5 2.2 2.3 1.9 t.9 4.8(1.2) (r.2) (t.2) (1.0) (1.1) (.8)
3.9 3.5 3.5 4.9 4.7 1.8(r.1) (1.1) (1.1) (.s) (r.2) (13)
3.3 2.8 2.9 4.4 3.3 t.2(1.3) (1.4) (1.4) (1.1) (1.s) (.6)
2.9 3.t 3.9 3.8 4.2 t.4(13) (1.3) (r.2) (1.4) (1.1) (1.0)
Note.ln each cell, the mean value is the top number while the standard deviation is in
parentheses. Participants used a 1 (not at all involved) to 5 (extremely involved) scale.
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Figure 1 . The distribution ofparticipants according to the percent of their caseload that is
composed of bum-injured clients.
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Figure 2. The distribution ofparticipants according to the percent oftheir caseload that is
composed ofclients who have been prescribed pressure garments.
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Figure 3. Comparison ofparticipants'beliefofpressure garment effectiveness when
wom as recorrmended (20-23 hours per day) versus less than recommended (less than 20
hours per day). The bars represent the mean value based on a 1 (not at all effective) to 5
(extremely effective) scale while the vertical bars represent the standard deviation.
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Figure 4: Pressure Garment Acquisilion. Comparison of the average involvement in and
responsibility for selected professions in the area of pressure gament acquisition as each
participant reports on all members ofthe team. The bars represent the mean based on a I
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure 5: Manual Scar Managemezr. Comparison ofthe average involvement in and
responsibility for selected professions in the area ofmanual scar mimagement as each
participant reports on all members of the team. The bars represent the mean based on a 1
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure 6: Stretching and Strengthening. Comparison of the average involvement in and
responsibility for selected professions in the area of stretching and strengthening as each
participant reports on all members of the team. The bars represent the mean based on a 1
(not at all) and 5 (exhemely) scale and the vertical brackets depict the standard deviation.
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Figure 7: Splinting and Positioning. Comparison of the average involvement in ald
responsibility for selected professions in the area of splinting and positioning as each
participant reports on all members of the team. The bars represent the mean based on a I
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure 8: Activities of Daily Livlzg. Comparison of the average involvement in and
responsibility for selected professions in the area ofactivities ofdaily living as each
participant reports on all members of the team. The bars represent the mean based on a 1
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure 9: Patient and Family Education. Comparison ofthe average involvement in and
responsibility for selected professions in the area ofpatient and family education as each
participant reports on all memben of the team. The bars represent the mean based on a 1
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure l0: Patient and Family Counseling. Comparison of the average involvement in
and responsibility for selected professions in the area ofpatient and family counseling as
each participant reports on all members of the team. The bars represent the mean based
on a 1 (not at all) and 5 (extremely) scale and the vertical brackets depict the standard
deviation.
."t'
..t
.^\
c.ro
.co d' 5 ^d
+9 .sb-
Professlons
Role of Team Members 87
E s.0
E +.0og 3.0
Gb 2.0
< 1.0
0.0
I ln\ol\ement
a Res
.e
ls
d' 5 
.-"t ,a-- ..-t'q"' o'd
Professions
Figure 1 1: Pain Managemenl. Comparison of the average involvement in and
responsibility for selected professions in the area of pain management as each participant
reports on ail members of the team. The bars represent the mean based on a 1 (not at all)
and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure 12: Nutritional Interyentioz. Comparison of the average involvement in and
responsibility for selected professions in the area ofnutritional intervention as each
participant reports on all members of the team. The bars represent the mean based on a 1
(not at all) and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure l3: Emotional and Psychological Intervention. Compuison of the average
involvement in and responsibility for selected professions in the area of emotional and
psychological intervention as each participant reports on all members of the team. The
bars represent the mean based on a I (not at all) and 5 (extremely) scale and the vertical
brackets depict the standard deviation.
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Figure 14: Sexual Functionjzg Comparison of the average involvement in and
responsibility for selected professions in the area of sexual functioning as each participant
reports on all members ofthe team. The bars represent the mean based on a 1 (not at all)
and 5 (extremely) scale and the vertical brackets depict the standard deviation.
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Figure I 5: Employment and Yocational Intervention. Compaison ofthe average
involvement in and responsibility for selected professions in the area o f employment and
vocational intervention as each participant reports on all members of the team. The bars
represent the mean based on a 1 (not at all) and 5 (extremely) scale and the vertical
brackets depict the standard deviation.
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Chapter 5: Discussion
This chapter discusses the meaning of the results presented in Chapter 4. Overall
findings as well as discussion relevant to the sh-rdy methodology, participant
demographics, and each research question are presented.
Methodologt
One sigrrificant point ofdiscussion related to the methodology ofthis study is the
response rate ofthis survey. The available list of mailing addresses from the American
Bum Association includes many individuals who were not healthcare professionals, as
stated in Chapter 3. Additionally, among the healthcare professionals on the list, there is
not a way to target the individuals who work in the outpatient setting, which means that
the study had to sigrifrcantly over sample in order to reach the targeted participants.
Considering the many medical needs a bum-injured individual has initially, it is fair to
speculate that most bum care professionals work in inpatient settings, which is another
reason why over sarnpling was necessary in this study. When combined, these factors
may, in part, explain the 160Z response rate. The achral retum rate for outpatient
professionals cannot be determined from the existing list.
Demographics
Demographic results show that participants in this study, as a whole, are quite
experienced in the specialty ofbum care, the outpatient setting, and with clients who are
involved in pressure garment intervention. This fact lends strength to the results ofthe
shrdy because participants' experience makes them qualified to report on current practice
in the outpatient setting with bum-injured clients who have been prescribed pressure
garments. Additionally, the interdisciplinary nature of this sfudy, with 13 professions
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responding, also adds strength to the results ofthe study because a variety ofperspectives
are included. It should be noted when interpreting responses, however, that the
professionals who responded in the highest numbers are heavily medical in their
professional perspective, approach and potential bias. Further, since only occupational
therapists and physical therapists were included in the final follow-up mailing, the
dernographics may have been influenced and the results possibly biased. A final
consideration related to the participant demographics is that different professions
inherently interact within and between teams differently. For example, a nurse may work
primarily in an outpatient bum center all day and only be part ofthe bum team while an
occupational therapist may work with clients with a variety ofdiagnoses and be part ofa
number of teams. Therefore, in participating in this study, a nurse may be reporting on
the experience ofbeing part ofone team, while the occupational therapist may be
reporting based on the experience ofbeing part of multiple teams.
Development of Research Questions
ln the current literatue, few studies or articles address current practice issues and
beliefs among the outpatient bum team. Therefore, the research questions are designed to
provide descriptive results regarding current practice and beliefs of members of the
outpatient bum team. Current health care trends place an increased emphasis on teams, so
reseruch questions are designed to address the team as a whole. It is anticipated that these
research questions are a starting point for further research in this area.
Research Question One
Research question one asks, "What professionals compose a t)?ical outpatient
bum rehabilitation team involved with clients who have been prescribed pressure
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garments?" This research question is answered primarily through one survey question
and described more fully via two additional survey questions. Of the six selected
professions, four professions (occupational therapy, physical therapy, nursing, and social
work) are reported on well over halfofall outpatient bum teams, while two professions
(nutrition and psychology) are reported on less than half of outpatient bum teams. This
finding is significant for a number ofreasons. First, current literatue mentions a variety
ofprofessions potentially involved in outpatient bum rehabilitation, as were listed in the
literature review chapter (Mertens, Jenkins, Warden, 1997; Young, 2002). In this study,
the list ofteam members includes those presented in these sources but is not
comprehensive ofthe lengthy lists provided in the literature because the intention ofthis
study is to identify and study the professions most often involved on the team. However,
the actual frequency with which certain health professions are included on teams while
others are not is not reported in the literature to compare to the results of this study.
Second, the long-term needs ofbum-injwed clients in the areas ofnutrition and
psychology, especially, are well documented in the literah.ue (Kimmo, Jyrki, & Sirpa,
1998; Mayes, Gottschlich, & Warden, 1997; Weichman, Ptacek, Patterson, Gibran,
Engrav, & Heimbach, 2001; Young,2002). However, the professions ofnutrition and
psychology are included on fewer than half of outpatient teams. Therefore, it is unclear if
client needs in nutritional areas or psychological and psychosocial areas are being met
when these professionals are not included on the team. Therefore, from these results it
can be speculated that on many teams there is a core team, which includes the physicians,
occupational therapists, physical therapists, nurses, and social workers. This issue is
discussed further with respect to research question two.
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Two other factors, team structure and team communication style, are investigated
to more completely describe the operation of a typical outpatient bum team. Nearly atl
participants (94o/o) report that their team structure was either interdisciplitary (63%o) or
muttidisciplinary (31%), which, of the options provided are defined by less collaboration.
This lack ofopportunity for collaboration among professionals can potentially be
problematic ifprofessionals are not consistent in their approach with a client. Also, the
struchre of a team and the amount of collaboration directly impacts communication
among team members. lnterestingly, informal conversations are used most often (by 81%
of teams), which is much more often than any other tlpe of communication (all others are
used only on approximately half of teams). This result highlights a potential concem that
perhaps some information is not being fully communicated among all team members
since informal mechanisms are relied on much more heavily than any of the more formal
types. Also, when considering the fact that not all members of the bum team work in the
outpatient setting everyday, the heavy reliance on informal conversations as the primary
form of team communication is even more potentially problematic. It seems reasonable
that informal conversations are less likely to occur if the team members are not in the
outpatient setting at the same time. It also raises the issue of how, or if, information from
these informal conversations is conveyed to the other members of the team who were not
involved in the conversation. Better communication among team members can facilitate
holistic, client-centered care by keeping all team members abreast of the client's concems
and issues. Further, it is reasonable to speculate that rates of compliance may be
improved by better addressing a client's individual needs.
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Research Question Two
Research question two is intended to begin to address the primary purpose of this
study: are outpatient bum teams meeting a variety ofclient needs? Therefore, the answer
to research question two stems from three suwey questions, which explore the team
members' involvement with interventions, the team members' responsibility for
interventions, and team members' schedules for evaluation and assessment ofneeds.
By separating intervention involvement .from intervention responsibility on the
survey, the intention is to identify areas where certain team members are delegating to
others. However, as Figures 4 through l5 demonstrate, the mean values for intervention
involvement and intervention responsibility are very similar. Therefore, this indicates that
team members are actually doing the interventions for which they are responsible. This
finding is consistent with the fact that nearly all participants report being on either a
multidisciplinary or interdisciplinary team. These are the team structwes in which team
members treat clients somewhat independently and from their own discipline-specific
knowledge and theoretical base. Another possible explanation for the similar involvement
and responsibility scores is that tearn members feel very strongly about their own
specialized expertise or professional skills that delegation to another team member
becomes rather unlikely. Although it appears delegation is not common, the data does
indicate that in six intewention areas, one or more other professions are identified as
being secondarily involved or responsible. This result may indicate that while delegation
is not common, sharing of involvement or responsibility among professions may be
occurring. However, since intervention involvement and responsibility averages showed
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no real differences, the remainder of the discussion about this research question will
focus on intervention involvement only for clarity.
When looking at the average involvement ofthe selected professions in each of
the twelve intervention areas, trends emerge regarding areas where the team is very
involved in meeting potential client needs as well as a few areas where no one on the
team is very involved and client needs may not be fully met. Based on the 1 to 5 scale
that is used, an average score of4 indicates that a profession is meaningfully involved in
a given intervention. Therefore, when looking at Table 4, the first six intervention areas
each have at least two professions involved at a mean level of4 or higher. Since all teams
have some variability in the professions on any given tearn, the standard ofat least two
professions involved increases the likelihood that most teams have at least one member
involved in providing this intervention. The six areas that teams are highly involved in
are pressure garment acquisition, manual scar management, stretching/strengthening,
splinting/ positioning, activities ofdaily living, and patient and family education.
Conversely, there are two intervention areas in which no profession is involved at
a mean lwel of 3.5 or higher on the scale of 1 to 5. Considering that a score of 3 is
neutral, scores at or below 3.5 are at best very minimally involved and more typically not
involved. The two intervention areas at the bottom of Table 4 meet this criterion for a
lack ofteam involvement and are the areas ofsexual functioning and employment and
vocational intervention. This means that these are two areas where most teams are
potentiatly falling short of meeting client needs as no team members seem to be very
involved.
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When considering research question two and what the team is actually doing,
refer back to the results of research question one and which professions are most often on
the outpatient bum team. As was previously discussed, two professions (nutrition and
psychology) are reported to be on less thal half of outpatient bum teams. Although the
results ofresearch question two include mean scores for intervention involvement in
certain intervention areas, it is important to remember that these professions are acfually
only available to less than halfofall teams and, therefore, less than halfofall clients.
While it is possible that other professionals assume these responsibilities, the mean
intervention involvement numbers reported in this study for other professions do not
necessarily indicate that this is the case. For example, in the area ofnutritional
intervention, nutrition professions were given the highest mean score for involvement
(4.3, SD: 1.4). Ifnutrition professionals are not on the team, the profession with the next
highest level of involvement is nusing at a level of involvement only slightly above
neutral (3.3, SD= 1.1). However, the nature and design of this study were not designed to
. analyze this issue and, therefore, do not support conclusive findings regarding this issue.
A final point ofdiscussion for research question two is in regard to the schedule
. of evaluation and assessment by individual participants. Overall, the results ofthis survey
question did not reveal a consistent trend in the frequency ofevaluation. This inconsistent
finding, however, is supported by limited published literahue, which has discussed the
fact that clients typically attend the oupatient burn clinic at variable frequencies, based
on their particular needs or time since the injury (Kelleher & Bilodeau, 1999). It is
inteiesting to note the areas in which large numbers ofparticipants reported not
evaluating or assessing that area. In some areas, such-as nutrition, it may be quite
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appropriale that most team members are not evaluating because of the specialized
knowledge required. Interestingly, though, the two areas where the team is not very
involved with intervention (sexual functioning and employment and vocational
intewention) also had high rates ofparticipants reporting that they do not assess that area
it aaytime (63% and 36%o, respectively). Certainly sexual functioning and employment
are areas of importance to many adult clients. However, it should be noted that this
survey did not ask participants to state iftheir caseload primarily included adult or
pediatric clients, so for some participants, evaluating these two particular areas may be
less relevant. Nonetheless, this result highlights areas where the team can look
collectively at who could be involved in evaluating or assessing areas like sexual
functioning and employment so that client needs are not potentially overlooked.
Research Question Three
Research question three asks what the participarts feel would be the ideal way for
each profession to be involved in the selected interventions within the outpatient bum
team. Two interesting trends emerged from this data that are worthy of firther discussion.
First, participarts identified four intervention areas where the ideal involvement nearly
matches the current level of involvement meaning participants believe the team already
functions fairly ideally in these areas. These four areas are pressure garment acquisition,
manual scar management, stretching/ shenglhening, and splinting/ positioning. It is
interesting that at least in occupational therapy terminology, the three biomechanical
interventions on the list (manual scar management, stretching/ strengthening, and
splinting/ positioning) are included among the already ideal interventions. Two possible
explanations for this trend include that, first, bum care is a very medically oriented field
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and these biomechanical interventions are objective as well as medically and physically
based. Second, these interventions have been part ofbum rehabilitation for a long time,
as evidenced bythe publication dates of many ofthese citations and were standards of
acute and inpatient rehabilitation intervention for many years and continue to be in some
facilities.
Participants also identified three intervention areas where the team as a whole
should ideally become more involved. In this case, for five or all six ofthe given team
members, participants believed that involvement scores should be increased. More
specifically, there was a reported need to increase mean involvement scores by at least .5
out of5 (a 10% increase) among five or all six team members for each ofthe three
iltervention areas. These three areas are employment and vocational intervention, sexual
functioning, and patient and family counseling. Two of the three areas identified by the
team members themselves as ideally needing more involvement across the board are the
same two areas that were identified in research question two as areas where, on average,
the team lacked involvement (sexual functioning and employment or vocational
intervention). Therefore, it appears that not only do participants recognize areas where
the level of involvement could ilcrease, participants also indicate a desire to improve in
these areas based on their beliefs ofthe ideal team.
Research Question Four
Overall, the purpose ofresearch question four is to investigate the beliefs and
opinions of team members regarding pressure garments. Garments are a very common
intervention in the outpatient burn setting but clinician beliefs about the use oigarments
have not beeri extensively studied.
i
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First, participants estimated that 63% oftheir clients are compliant with pressure
garment intervention as recommended, which is defined x 20-23 hours per day. In the
current literature, two studies cite self-reported client rates ofcompliance. The most
commonly cited study is that ofJohnson, et al (1994) found a compliance rate of 4l%o
among 101 burn clients when compliance was defined as wearing pressure garments 23
to 24 hours a day. In a more recent survey of23 adult clients, compliance was defined as
20 to 24 hours a day and in this study, 70% ofclients reported being compliant (Stewart,
et al, 2000).The rate reported by participants in this srudy falls within this range, albeit on
the higher end of the range. Therefore, participants have a fairly accurate perception of
client compliance compared to existing literature. However, simply understanding the
typical rates of compliance among clients is not enough for health care professionals. As
will be discussed further, the factors that negatively impact a client's ability or
willingness to comply with pressure garment intervention should also be addressed.
Second, participants report that they believe their current team structue
facilitates, although not strongly, client compliance. While there is nothing in current
litdrature to compare to this result, some related issues have been addressed in the
literahrre. For example, improved communication among members of a health care team
is hypothesized to facilitate compliance (Stewart, et al, 2000) and early involvement of
psychiatry or social work professionals may facilitate compliance (Tones-Gray, et al,
l9e6).
Third, participants believe that the provision of a range of interventions would
facititate, although not strongly, client compliance with pressure garments. Much of the
current literature focuses on factors related to a client or factors inherent to the pressure
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garments that affect compliance rather than factors related to the health cfie team
lI
(Johnson, et al, 1994; Macintyre & Baird, 2006; Stewart, et al, 2000). However, in one
shrdy, clients identified numerous strategies that health care professionals could use to
improve compliance such as seeing successful outcome picfures, having contact with
o'ther survivors, demonstrating garment use, altering garment fit or color, providing more
unitten information, meeting with health care professionals more often, and using
educational videos (Johnson, et al,l994). Most relevant to the discussion of the current
study is the fact that clients cited their desire for more interaction with health care
professionals and more education.
Lastly, participants in this study generally believe that pressure gaments are very
effective when wom as recommended. However, participants also believe that pressure
gdrments are somewhat not effective if wom less than recornrnended. This result is not
directly comparable to results in the literature. One previously published study found that
nearly 40o/o ofoccupational therapists doubted the efficacy ofpressure garments in
reducing the sequelae ofhypertrophic scars (Stewart, et aI,2000). As Figure 3
demonstrates, there is no overlap between the standard deviation ranges for the two mean
scores. This represents a distinct shift in opinion in terms ofpressure garrnent
effectiveness when wom as recommended versus less than recommended. Improved
education to the client and family regarding the importance of pressue garment wearing
schedules as well as techniques and strategies to improve frmction and comfort while
wearing pressure garments could impact how often a client wears the garments.
Considering participants identified patient and family education as an area needing
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improvement, the potential exists for improved compliance and hence improved efficacy
of the pressure garment intervention.
Study Limitations and Delimitations
A number of limitations are inherent to this study and are primarily derived from
the study methodology. First, participants in this shrdy were recruited via a mailing list
purchased from the American Bum Association, which leads to a number of potential
limitations. While individuals representing 13 professions participated in this study, 8 of
these professions were represented in relatively small numbers. The original list obtained
from the American Bum Association was unbalanced in that some professions, such as
nursing, occupational therapy, and physical therapy, were represented by large numbers
ofmembers, while other professions were represented by only a few members. Therefore,
since access to all potentially involved professions was somewhat limited, generalizations
of the current results to all professions should be made cautiously. Additionally, not all
health professionals who work with burn-injured clients in the outpatient setting are
members of the American Bum Associatio!, so the experiences and beliefs of individuals
who are not members are not represented by this study. Based on the list available,
participants are not identified or differentiated as working in an inpatient, outpatient or
mixed setting and for screening purposes, participant self-report was utilized. Due to the
structure of the list (sheets ofpre-addressed mailing labels) the researcher had to visually
screen the list to remove individuals and organizations that were obviously outside of the
scope of this study based on professional title, organization name, or country of the given
address. Examples of screened out addresses are described in Chapter 3. Lastly, this study
is designed to exclude medical docton and the list ofparticipants acquired is compatible
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with this design. It is important to note, however, that medical doctors are important
members ofthe outpatient bum team with unique roles and perspectives that are not
included or represented in this study.
The demographic information gathered in this study does not allow the researcher
to differentiate between participants who practice primarily with pediatric versus adult
caseloads. This distinction may be important when results pertaining to employment and
vocational intervention as well as sexual functioning are discussed. Finally, since this
sh.rdy incolporates a survey, the researcher relies on participants providing an accurate
report of current practice and their own beliefs. The researcher also relies on participants
understanding the wording ofquestions and instructions as well as answering the
questions honestly.
Conclusion
This study investigates current practice issues among the outpatient bum team.
Typical members of the outpatient bum team are identified. The degree to which certain
professions are both involved in and responsible for selected interventions is described as
well the participants' opinion of the ideal team involvement across those interventions.
Finally, this study investigated participants' beliefs regarding pressure gament
intervention and factors that potentially impact client compliance with pressue garment
intervention. The descriptive nature of this study is intended to be a preliminary work that
depicts the current practice of the outpatient bum team. The data presented in this study
can both suggest topics for fuhrre research and support the need for such research to be
conducted.
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Chapter 6: Summary, Conclusions, and Recommendations
ln this chapter, the four research questions are reviewed and final conclusions are
stated. Recommendations for future research to build on the results of the current study
are presented as well.
Research Question One
Overall, four professions are identified by participants as commonly being
members ofthe outpatient bum team. This includes physical therapy, occupational
therapy, nursing, and social work. Participants report that outpatient bum teams most
often use an interdisciplinary structure and communicate through informal conversations.
Research Question Two
According to participant reports, the outpatient bum team is providing
interventions well and meeting potential client needs in six areas. This includes four areas
related to issue of scar, contmcture and range of motion limitations (pressure garment
acquisition, manual scar management, stretching and strengthening, and splinting and
positioning) as well as the areas of activities ofdaily living, and patient and family
education. Participants also identified two areas where the team is not very involved in
intervention, which are sexual functioning and employment and vocational intervention.
lnterestingly, participants report that team members have very similar levels of
involvement in and responsibility for selected interventions, which when combined with
the fact that less collaborative team structures are extremely prevalent, indicates that team
members do not delegate completion of interventions to other team members. However
as was also discussed, some interventions may be shared rather than delegated. ln this
study, results regarding the frequency of evaluation ofareas ofpotential client needs were
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inconciusive. However, a number ofevaluation areas where a relatively large number of
participants report that they do not assess the area at 
-y ii-" are ofnote since clients'
needs could potentially be undetected.
Research Question Three
Participants provided interesting responses regarding the ideal involvement of
professions in selected interventions. Four areas were identified as already being
basically ideal. However, the three areas of sexual functioning, employment and
vocational intervention, and patient and family counseling were all identified as areas
where more involvement by the team across the board would be ideal. Interestingly, the
two areas where current team involvement was lowest (employment and vocational
intervention and sexual functioning) were also identified by team members as ideally
needing more involvement from the entire team. This result suggests that participants are
aware ofpotential gaps in the provision ofcare and feel it is important to address those
gaps.
Research Queslion Four
Overall, participants report that a majority ofclients are compliant with pressure
garment intervention, which falls within previously reported ranges. Participants also
believe that the way that their team is structured somewhat facilitates compliance.
Similarly, participants believe that providing a range of holistic services would somewhat
firther facilitate compliance with pressure garment intervention. Lastly, participants
report a distinct shift in opinion regarding the effectiveness ofpressure garment
intervention. Participants believe pressure garments are very effective when wom as
recommended and somewhat not effective when worn less than recommended.
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Futur e Res ear ch Re com m e nda t io ns
The results of this study suggest that future research into topics related to
outpatient bum teams and factors impacting client compliance with pressure garment
intervention could be informative. Future research could investigate the facilitators and
barriers to including other professions, like nutrition and psychology who were each
included on less than half of teams, to a greater extent on outpatient bum teams.
Additionally, future research could study effective methods and techniques of
incorporating more employment and sexual functioning programs into the ouhatient bum
setting since team involvement here was lacking. Also, by investigating which
interventions burn survivors wish had been provided on a long-term basis, teams can
better adjust services to meet the needs ofclients. Another suggestion for future research
is to study the clients who are not compliant in an effort to better understand the factors
that influenced their less than ideal experience of the pressure garment intervention.
While the study by Johnson, et al, (1994) investigated and reported some suggestions
from the client's perspective, understanding client perceptions is important enough to
take a more detailed and current look at these issues.
If this study were to be replicated oi redone in the future, some changes could be
made to make the study stronger. First, future researchers could consider breaking down
this study into a few smaller studies and exploring each topic in more detail. For
example, inquiry into team structure, team members, and communication could be
expanded to cover more topics and thus make stronger correlations to participant
perceptions ofclient compliance. Additionally, the area of this study relating to
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assessment of the twelve client need areas would benefit from restructuring. The number
of write-in responses indicated that the current method for investigating evaluation and
assessment is not the best. Perhaps breaking this topic down longitudinally according to a
client's timetable ofrecovery would be more beneficial. Another potential change relates
to the inclusion ofboth the intervention and responsibility grids. while replication of this
study would prove interesting in determining ifrelevant differences exist between the two
or if the results again would indicate that delegation is not common. On the other hand,
based on these results, future researchers may also choose to only use one of the two
categories since the results were not statistically different and this would decrease the
time required of participants. By breaking this study into smaller studies and reducing the
time involved in completing the survey, the rate of participation may actualty be
increased. Finally, future researchers could consider altemate means of recruiting
participants since the list from the American Bum Association led to over sampling.
Perhaps participants could be recruited directly via bum centers and othbr places of
employment. Fuhrre research focusing on how bum team members practice in the
outpatient setting may be able to guide and improve interventions in order to best meet
the needs ofindividuals during an important period of the recovery from a bum injury.
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1. General Information about the Study
a. Funding: Funding for completion of this study will be primarily met by the
Ithaca College Occupational Therapy Department and the primary investigator.
Secondary financial suppo( from the Office of the Provost will be sought.
Outside funding resources will not be necessary.
b. Location: The surveys will be mailed fiom and retumed to the Ithaca College
Occupational Therapy Department office in Smiddy Hall.
c. Time Period: The anticipated date for initial mailings will be October 2006.
The study will be completed by March 23,2007.
d. Expected Outcomes: The results of this thesis study will be defended on Friday,
March 23; 2007 at an open presentation. Additionally, the results of this snrdy
will be compiled in a maauscript and submitted for joumal publication. Results
may also be shared at conferences at the state and or national level. Preliminary
findings are expected to be presented at the 2007 Ithaca College Graduate
Symposium.
2. Related Experience of the Researcher and Faculty Advisors.
The student researcher has taken the occupational therapy course Research
Methods, 672-46000, at Ithaca College in preparation for this research shrdy.
This course covered important topics such as ethics and risk management in
research. The student researcher has also taken Biostatistics, 670-39000, in
preparation for the data cbllection, analysis, and presentation of study findings.
Marilyn Kane is an assistant professor in the occupational therapy department.
She has been an occupational therapist for approximately 30 yean. She has been
involved in assessment tool and program development (Functional Needs
Assessment for Chronic Psychiatric Patients), and the associated analysis of the
tooVprogram effectiveness'with that population. She has successfully supervised
five (5) graduate student theses, served on five (5) thesis committees, and
conducted three group research courses (20 graduate students). She is completed
conducting research (with former assistant professor Susan Leicht) on using the
Dynavision 2000 to improve occupational performance in post-CVA clients. She
has just completed research (with assistant professor Donna Twardowski on the
effectiveness of using a disability simulation leaming experience with
occupational therapy students to change attitudes towards individuals with
disabilities. She is also working with Associate Professor Diane Long to measure
the effectiveness of case/problern based leaming for teaching clinical reasoning to
OT shrdents. Outcomes fiom the research include one publication, one AOTA-
NHTSA gant, 10 nationaUstate level presentations (posters and workshops), and
3 students presenting at the IC Graduate Symposium.
Kathy Stoklosa, is the Chief of Occupational Therapy at Strong Memorial
Hospital in Rochester, New York. Ms. Stoklosa held a teaching position at Ithaca
College until the spring of 2006. Ms. Stoklosa practiced as an occupational
therapist for a number of years. She successfully supervised one graduate student
thesis, resulting in a paper, poster, and workshop at the American Occupational
Therapy Association Conference.
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3. Benefits of the Study
Participants in this study will not benefit personally or directly ftom their
participation. This study will serve to expand the understanding of current team
roles in the long-term rehabilitation and care of bum-injured patients who have
been prescribed pressure garments. It is expected that this survey will highlight
. areas that teams are expertly meeting the needs ofbum-injured clients.
Additionally, areas where the team has opporhrnities to improve the quality or
scope ofholistic, client-centered care will be described.
4. Description of Subjects
a. Number of subjects: A maximum of 2,130 non-MD members of the American
Bum Association will be suweyed in this study.
b. Salient characteristics of the subject population: Subjects will be non-MD
members of the American Bum Association. All participants will be at least 18
years old. Participants will self-identiff his or her own discipline as well as
describe his or her professional practice relating to bum-injured clients
participating in pressure gaxment intervention in an outpatient setting.
Participants will be excluded and if he or she does not have a current professional
practice in an outpatient setting with clients for whom pressure garments have
been prescribed. In question 21 of the questionnaire, participants are asked to
describe their current practice and the provided responses will be the basis for
exclusionary criteria once the questionnaire is retumed. Participants will be
excluded prior to the initial mailing ifthey are non-medical or rehabilitation
professionals such as firefighters, attomeys, and bum-patients, based on discipline
sorting criteria from the American Bum Association.
5. Description of Subject Participation
Subjects will receive in the mail a packet including a tear-offconsent form
(Appendix B), a?-page survey, which will be constructed as a booklet, (Appendix
C), and a pre-addressed stamped envelope to return the suwey. The tear-off
consent form (Appendix B) will describe the purpose of the study, the potential
harms and benefits ofsurvey completion, and the fact that retum of the survey
indicates their informed consent for study participation. It is expected that the
survey (Appendix C) will take 15-20 minutes to complete and rehm, which is the
total participation time for this sh.rdy. Participants will use the pre-addressed
stamped envelope to retum the survey to the researcher via the Ithaca College
Occupational Therapy Department office. The survey (Appendix C) will be a
novel-designed instrument based on a thorough literature reyiew, which has
identified issues present in the long-term rehabilitation ofbum-injured clients
during the time that pressure garment intervention is prescribed. After field-
, testing the survey with occupational therapy graduate students, Ithaca College
occupational and physical therapy faculty, and community professionals
representing multiple professions, the survey instrument may be revised to reflect
the review of the professionals. This revised, final survey will be submitted to the
Human Subjects Research board.
6. Ethical Issues
a. Identification and Reduction o/Rrsk The risk to participants in this study is
minimal. Participants may experience momentary discomfort as they reflect on
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their current practice. Participants may recognize a discontinuity between how
they practice and how they believe they should be practicing. This discomfort is
expected to be quite transient and minimal.
b. Informed Consent: As is explained in the tear-off informed consent sheet
(Appendix B), retum ofthe survey will indicate the participant's informed
consent. The tear-off informed consent sheet includes all the criteria specified by
the Ithaca College Human Subjects Review Board.
7. Recruitment of Subjects
a. Recruitment Procedures: Mailing labels for 2,130 non-MD memberc of the
American Burn Association will be purchased to contact participants.
Participants will be mailed a packet including a tear-off informed consent form
(Appendix B), a copy of the survey (Appendix C), and a pre-addressed stamped
envelope on which will be printed the participant's randomized code number. To
increase the response rate from participants, two weeks after the initial mailing, a
reminder postcard (Appendix D) will be sent to the participants who have not
ietumed the survey. After another two weeks (four weeks after the initial
mailing), another copy of the survey and a reminder letter will be sent to
participants (Appendix D) who have not retumed the survey. To track participant
surveys that are retumed, a coding system will be used.
b. Inducement to Participate: No inducements will be offered to participants in
this study.
8. Confidentiatity of Responses
A randomized, numeric coding system will be used in this study to preserve the
confidentiality ofall participants' survey responses. This coding system will
involve participants each being assigned a random code number that is connected
to the participant's mailing label. The participant's code number will be printed
on the pre-addressed, stamped envelope. Nothing on the actual survey will
indicate the participant's code number. A research assistant from the
occupational therapy department will document all envelope codes, open the
envelopes, and give the unmarked surveys to the researcher. The numeric codes
will be used by the research assistant to hack participants as surveys are retumed
as well as identify participants for two- and four-week follow-up mailings. The
numeric coding system will not be accessible by the researcher and the research
assistant will destroy the coding system at the conclusion of the study. In the tear-
offconsent form (Appendix B), participants will be informed that they may elect
to omit any question that makes them feel uncomfortable. Confidentiality of
participants will be preserved to protect participants.
9. Debriefing
The nature of the survey instrument in this study will be straight-forward,
therefore a formal debriefing procedure will not be necessary. Participants will be
given e-mail and telephone contact information for the researcher should they
wish to contact the researcher during or after this study in the tear-off informed
consent sheet (Appendix B). Participants will be given a separate rehrm slip that
the research assistant will process should the participant desire a copy of the study
abstract or results.
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10. Compensatory Follow-up
The nature of this study does not require a formal follow-up, therefore no such
procedure will be offered to padcipants.
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Appendix 4
October, 2006
Dear Colleague,
My name is Allison Turk and I am a graduate occupatioual therapy student at Ithaca College, in
Ithaca, New York. A portion of my master's thesis ilvolves research into tie roles of team members
involved in the long-term outpatient care ofcliens during the time that pressure garm€nts bave been
prescribed. To reflect the multidisciplinary nature of this researc[ I am being assisted by a thesis
committee and consultants represetrting occupational therapy and physical therapy. Further, the enclosed
questionnaire was held tested with professioDals rspresenting occupational therapy, physical therapy,
nursing, and social work.
With medical advancements, clients are surviving very serious burn injuries at higher rates than in
the past. The Deeds ofthe most seriously injured birm clients are numerous and unique. While curent
literatue higl ights the high rates of functional recovery among burn-injured clients, a majority ofstudies
focus on the period of time that clients are treated in acute bum units. However, bum-injured clients
continue to have needs il a variety ofareas, including physical, enrotional, social, and psychological, which
persist long after hospital discbarge. It is the intent ofthis study to explore the roles ofteam members
providing a variety ofoutpatient services for bum-injured clients duriug the time tlEt pressure garnents are
prescribed.
The enclosed questionnaire will ask about your professiotral practice and the degree to which
numerous team members are responsible for providing a variety of interventions and support services i.u the
outpatient setting. Simply put, this study aims to answer the questions:
1. What is actually done and who does it?
2. Which team members take the lead?
3. How often are numerous client factors monitored?
4. Ideally, how should the outpatient bum team operate?
As a member of the American Bum Association you have beeu selected to participate in this
study. All participants are non-MD members ofthe American Burn Association. Enclosed in this packe!
you will fiad a copy of the questionnaie as well as a pre-addressed starped envelope for your convenience
in returning the questionnaire. The questionnaire should take approximately 15-20 minutes to corplete. If
you feel uncomfortable at any time while completing the questionnate, you may choose to not answer that
particular question. Please feel free to add aly comments in the rnargins or on a ssparate sheet ofpaper to
clari$r or expand on your answers. These comm€nts are very valuable. All of your respoDses will remain
confrdential, as only a research assistant will be able to associate your identity with your responses. The
retum envelope has been marked with a code number to track r€hrrn responses. This iode will not be
linked to you personally, your questionnaire, or made known to the researcher. A research assistant will
destroy the code system upon corryletion ofthe study. Only aggegate data will be reported in the study.
Your knowledge, passion, and expertise in the highly specialized field ofbums are extsemely
irnportant to this study. By conpleting and rehrrning the questionnairc, you give your informed consent to
participate in this study as well as certifi/ that you are over the age of 18. Ifat any time you have questions
or concems, please feel ftee to contact me by email at atuk2@ithaca.edu or by telepbote atlll#ll1#i#.
Also, ifyou would like a copy of the study absfiact or results, you may return the colored slip indicating
this request. Once agairl thank you for contributitrg to an increased understanding ofhow outpatient te;ms
are meeting the specialized aad unique needs of bum-injured clients during the long-term presiure garment
intervention.
Sincerely,
Allison L. Turk, B.S., MSOTS
Ithaca College
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Appendix 5
Terminology Supplement for the
Survev of the Role of Team Members Treatins Burn-Iniured Clients
While Pressure Garments are Prescribed
In this study, the term !g will always be defined as the non-ohvsician professionals provrding
care for bum-injured clients in the outpatient sethns during the penod of time that pressure
garments are prescribed.
The grids in questions 5-8 on the enclosed questionnaire include twelve intervention areas. For
the purposes of this study, please refer to the expanded explarations below as you complete the
questionnake. Thank you.
Pressure Garment Acquisition: Includes taking measurements, ordering or constructing the
pressure garment, and checking the garment fit on the client
Manual Scar Manaeement: hrcludes providing scar massage, scar desensitization, or other hands-
on, scar specific techniques
Pain Manasement: Intervention aimed at decreasing the client's perception ofpain
Emotionay Psycholoqical lntervention: Includes addressing client needs such as anxiety, denial,
anger, depression, or stress
Nutritional Intervention: Iniervention that addresses the unique nutritional needs ofburn-injured
clients
Stretching/ Snengthening: Intervention aimed at improving or maintaining a client's range or
motion or strength
Activities of Dailv Livins: Includes addressing areas such as bathing/showering, dressing, eating,
feeding, personal hygiene and gooming, sleep/rest, and toilet hygiene
Splintine/ Positionine: Includes constructing and monitoring splints or implementing and
monitorin g client position ing
Sexual Functioninq: Addresses the client's engagement in activities that result in sexual
sati sfaction
Patient and Familv Education: Includes convefng lmowledge or information to a patient and or
family members
Patient and Family Counseline: Includes providing support to or advrsing a patient or family
members
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Appendix 6
(2 week reminder postcard)
Two weeks ago you were mailed a survey about the roles of team members
providing out-patient care for bum-injured clients during the time that pressue garments
are prescribed. Your experience in the very specialized field of burns makes your
response to the survey valuable. Please complete and rehrm the survey at your earliest
convenience. If you have lost your copy of the survey and would like a new one, please '
email me at aturk2@ithaca.edu.
Thank you in advance for lending your time, energy, and expertise to this research
study.
Sincerely,
Allison L. Turk, B.S., MSOTS
Ithaca College
I
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Appendix 7
December, 2006
Dear Colleague,
My name is Allison Turk and I am a graduate occupational therapy student at Ithaca
College, in Ithaca, New York. A portion of my master's thesis involves research into the roles of
team members involved in the long-term outpatient care ofclients who have been prescnbed
pressure garments. Four weeks ago, you received a copy of a questionnaire and a letter
explaining the purposes ofthis study. Two weeks ago, you received a postcard requesting your
participation in thls study. The enclosed questionnaire will ask both about your professional
practice and the degree to which numerous team members are involved and responsible for
providing a variety of interventions and support services.
You were selected as a participant in this study by being a member ofthe American Burn
Association. A1l participants are non-MD members of the American Burn Association. lf you
have already completed and returned the questionaaire, please accept my sincere thanks. If not,
please complete and retum the questionna e at your earliest convenience. The multidisciplinary
natue of this study means that the role of your profession within a bum team will be more
accurately represented with your experience and opinions included. The questionnaire should
take approximately l5-20 mhutes to complete and retum. A pre-paid envelope has been
included for your convenience in retuming the questionnaire.
If you feel rmcomfortable at anytime while completing the questionnaire, you may
choose to not answer that particular question. Please feel free to add any comments in the
margins or a separate sheet ofpaper to clarifo or expand on your answers. These comments are
very valuable. All ofyour answers will remain confidential tkoughout the data analysis and only
aggregate data will be reported in the study.
Your knowledge, passion, aad expertise in the highly specialized field ofbums are
extremely important to this study. The time and energy you invest in completion of this study is
greatly appreciated. By completing and retuming the questiornaire, you give your informed
consent to participate in this study as well as certifr that you are over the age of 18. If at any time
you have questions or concerns, please feel free to contact me by email at aturk2@ithaca.edu or
by telephone at iAh######. Also, ifyou woutd like a copy of the study abstract or results, you
may retum the colored slip indicating this request. Once again, thank you for contributing to an
increased understanding bf how teams are meeting the specialized and unique needs of bum-
injured clients during the long{erm pressure garment intervention.
Sincerely,
Allison L. Tur( B.S., MSOTS
Ithaca College
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